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SURGERY OF URACHUS. 
R. V. Smith, Surgeon-in-Chief, M. E. Hospital, Guthrie, Oklahoma. 


Karly in the Embrvonal period the allantois is given off from the laver- 
ef the blastodermie membrane which are internal to the plieroperitones 
space, and is formed by that part of the hypoblast and splanchnopleur which 
is intended for the primitive intestinal tract. In mammalia the lateral in- 
fuldings of the embryo together with turning forward of the anal mem- 
Lrane contracts the allantois at the umbilicus. Therefore two portions are 
formed, an intra-embryonal and an extra-embryvonal, the latter part extend- 
ing from the umbilicus to the chorion soon shrivelling, and after birth cast 


off with rest of umbilical cord. 


A spur of tissue exists between the allantois and yvelk sac or umbilical 
vesicle. This spur continues to grow backward through the primitive in- 
testine until it divides the gut into an upper part or intestine and lower 
part, continuous with the allantois forming the urinary bladder and urachus, 

The urinary bladder becomes distinet about the second month of intra- 
uterine life. The portion of the allantois between the umbilicus and bladder 
continues patent but gradually contracts, until, at the end of the fourth to 
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sixth month, it normally becomes a firm fibrous cord and by some anatoni- 
ists is described as one of the ligaments of the bladder. 


In early intra-uterine life the urinary bladder and urachus is entirely 
surrounded by peritoneum except the anterior part where a meson is form. 
ed. This structure gradually disappears and the urachus ordinarily becomes 
extra-peritoneal. In cases, however, the urachus with a complete peritonea! 
covering may be formed among coils of intestine, and, according to Binnie, 
may be the site of some of the obscure abdominal cysts the diagnosis of 
which can be accurately made only at time of operating by finding the pedi- 
cle of same either at umbilicus or fundus of bladder. Again this type of 
urachus may become the cause of intestinal obstruction as in the case re- 
ported by Fanoni in ‘‘The Post Graduate, New York, July 1907.’’ In this 
case the urachus was about the size of the small finger and stretched from 
the fundus of the bladder to a point 1 inch above and to right of umbilicus 
A portion of the bowel was caught between this cord and abdominal wall. 


Of the various conditions arising from anomolies of the urachus those 
of greatest interest to the surgeon will be found in eysts of urachus and fis- 
tulae or more properly speaking patency of urachus. 


Cysts of urachus may be either intra or extra peritoneal and may range 
in size from one the size of a pea found incidentally when making examina- 
tions for other conditions, to a cyst containing eight to ten liters of fluid. 
While the contents of these cysts are usually fluid, yet smaller ones have 
been found filled with sebaceous material. 


In the treatment of these cysts only about 10 per cent are reported as 
being removed in time of operating. The surgeon usually being content to 
drain the cyst pack and allow to heal by granulation. The latter plan being 
as a rule very satisfactory. 


Patent urachus may be of four varieties: First, complete or one in 
which urine drains from the umbilicus. This tube may be only a small 
fistulous tract or one as much as an inch in diameter. Second, external 
fistula usually termed fistula of umbilicus. Third, internal or one communi- 
cating with bladder cavity or, fourth, the urachus may be closed at both 
ends with patency of the intervening portions. This latter is the class 
that no doubt gives rise to cysts of urachus and might more properly be 
considered as elongated cysts. 


Accepting the statement of Binnie that fifty per cent of all autopsies 
reveals an anomalous condition of urachus, ranging from a mere diver- 
ticulum at fundus of bladder to a patency extending to the umbilicus or 
nearly so, it is very evident that many of the internal of fistulae variety 
never give rise to any symptoms. Some are the foci of infection for re- 
curring attacks of cystitis. Others have been found to contain encysted 
urinary calculi and again through burrowing of pus in abscess formation 
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or long continued bladder retention pus and urine have made their escape 
at umbilicus and the fistula then becomes complete. 


The external fistula may become infected, giving rise to foul smelling 
pus, and if drainage is not sufficiently provided for may be the cause of 
very large abscess of abdominal wall. 


Treatment of these fistulae lies in complete removal of them to a 
point within one-half inch of fundus of bladder and closure of stump by 
whatever method the operator may elect to use. 


Before doing so the operator should be certain that there is no ob- 
struction of the normal outflow of the urine. It is well established that no 
urinary fistula will heal in presence of marked stricture of urethra. The 
converse of this is equally true that given an unobstructed urethra of nor- 
mal caliber it is practically impossible to keep a fistula from closing 


The finding of three cases of anomaly of urachus within a compara- 
tively short space of time during the authors operative work prompted him 
to submit this paper, which is offered as a brief review of the subject, he 
laying no claim to originality. 


The first case was that of a girl of five vears. In attempting a rapid 
incision to drain a diffuse, suppurative peritonitis orginating in the ap- 
pendix, | made an opening nearly an inch long in a patent urachus. The 
loss of time incident to closure may have contributed to the unfavorable 
result in this case. Murphy says, ‘‘Get in quick,”’ ‘‘get out quicker.”’ I 
got in ‘‘quick”’ but failed to get out at all with any degree of credit to my- 


self. 


The second case was that of Miss E. B., age 16, in making a two-inch 
median incision when operating for acute appendicitis, | found a fibrous 
band three-fourth inches across at lower angle of wound outside of peri- 
toneum. A closer investigation revealed a patent urachus extending one 
inch from pubie arch. Had | made my incision one-fourth inch lower, I 
again would have been subjected to some embarrassment. This case gave 
no history cf trouble that could be traced to this condition. 


Case 3, T. J.. male, age 54. This patient gave a history of trouble at 
umbilicus since childhood. Though he could never reeall having had any 
leakage of urine at the naval. His present trouble dated back about three 
months previous to the time of coming to hospital. Examination revealed 
é small strawberry like tumor protruding from naval and a hard. indurated 
mass extending for about two inches on either side, including greater part 
of both recti museles. This mass could he traced well down towards pubie 
bone. Quantities of foul smelling pus exuded from umbilicus. The opera- 
tion consisted of entire removal of the mass down to and ineluding large 
part of both recti and a section of peritoneum. Well down in the tumor 
about two and one-half inches from naval was found a mass of sebaceous 
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material about equal in size to a pigeons egg. The pedicle of this tumor 
proved to be a broad fibrous urachus about one inch across and three- 


eighth inch in thickness. The gross appearance of mass was that of malig- 


nancy, yet the pathological report showed the strawberry excrescence to 


be papillomatous and the other main portions of tumor fibrous tissue. 
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THEORIES OF IMMUNITY AND VACCINE THERAPY. 
By Dr. W. R. Bevan, M.D., Oklahoma City. Okla. 


The main reason for the bringing of this subject to your attention is 
the fact that it is a comparatively new subject and presents a promise of 
being a great aid to us in the treatment of a large number of diseases which 
heretofore have defied our efforts to curb. 


The fact has been recognized for ages that one attack of many infectious 
diseases, such as smallpox, scarlet fever, pertussis, and so on, protects the 
individual against subsequent attacks, or renders these subsequent attacks 
mild and harmless. In other words, one attack renders an individual com- 
pletely or partially immune to the disease from which he has suffered. 


| shall attempt, in as concise a way as is consistent with clearness, to 
explain the processes through which the system obtains such immunity, and 
to show how we can, by taking advantage of certain known facts, use this 
ability of our systems to become immune, in the treatment of widespread 
disease for which we have at the present time no specific drug or anti- 


dote. 


It has been positively shown that in the course of certain infectious 
fevers, and those set up by certain organic substances, that there are de- 
veloped within the system certain antibodies, by means of which certain 
bodies become neutralized, so that the system becomes protected, and with 


this the febrile disturbance comes to an end. 


We can readily see that the continued existence of the human family, 
if we are all of a common origin, has meant continued adaptation; for en- 
vironments suitable for individuals of one species may be fatal for those of 
another, and that during evolution the ancestors of the different existing 
species, subjected to different environments, have undergone adaptation in 
different directions—have become modified and immune to influences which, 
without such modifications, would have brought about cessation of activity 
and death. 


We recognize, first, an absolute immunnity; second, a relative immuni- 
ty; that is, that living matter has gained the capacity of withstanding the 
action of certain agencies up to a certain limit without being destroyed. 
We must recognize, further, that this relative immunity is quantitative, that 
there are limits bevond which the action of the ageney becomes detrimen- 
tal. 


This immunity acquired against a certain infectious disease, especially 
in those running an acute course, presents sometime a transitory, sometimes 
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a permanent peculiarity of the individual concerned, which, in pregnant 
women, may be transferred to the foetus in utero. Further, it has also been 
shown that a single or repeated inoculation of attenuated pathogenic bac- 
teria which, on account of their slight virulence, produce a disease that, in 
contrast to the natural infection with bacteria of full virulence, is relative- 
ly insignificant and often localized to a certain area, can also confer im- 
munity against the corresponding disease; as for example, an infection with 
coWpox, or vaccination, confers immunity against smallpox. And as the re- 
sult of the process of immunization properly carried out, smallpox is to- 
day non-existent in the German Empire, save for cases introduced over the 
borders; and affects other countries in inverse proportion to the rigor of 
their vaccination laws and the stringency with which these are enforced. 


Bacteria produce their harmful effects upon the human organism in 
ore of two ways, or by both: either by a product of secretion or excretion, 
and exotoxin or extra-cellular toxin which is taken up and diffuses itself 
through the body, or, by an endotoxin which is bound up within the bae- 
teria and is only liberated by their death; or, by both an extra-cellular and 
in intra-cellular toxin. As an example of those pathogenic bacteria which 
produce their effects by an extra-cellular toxin, we may mention Diphthe- 
ria bacilli, and Tetanus bacilli. These germs produce a toxin which, if in- 
jected into an animal without any of the germs being present, will produce 
all the symptoms of its respective disease. Other germs, such as the Strepto- 
coccus, Typhoid bacillus, and Gonococcus, must be present in the body in 
order to produce their results. Whether this endotoxin is liberated only 
upon the death of the germs is still a question in dispute. As the symp- 
toms of diphtheria and tetanus are caused by the diffusible products of 
bacterial life and activity, immunity against these diseases is simply the 
development of the ability of the hody to neutralize these products. 


Let us take for example, the production of diphtheria antitoxin. A 
culture of diphtheria bacilli are grown in a suitable bouillon, then filtered 
and the exotoxin which is a product of the growth of the diphtheria bacilli 
is separated from the germs. This filtrate is then injected, first, in very 
small doses, and gradually in larger doses, into a horse and the injections 
are continued until the horse can stand many times the ordinary lethal 
dose for a horse not accustomed to the toxin. The horse is then bled and 
the serum is used as the antitoxin. This serum is found to contain a new 
body as the result of the injections of toxin, and this substance is known 
as the antibody, and possesses the power of combining with the toxin of 
diphtheria baeccillus wherever found, whether in the test tube or in the blood 
of a patient suffering with diphtheria, and neutralizing it, and thereby 
preventing it entering into combination with the cells of the body and pro- 
ducing its harmful effects. By this process the horse becomes actively 
immune and the patient passively immune. This kind of immunity, which 
is simply the production of an anti-poison to combine with and neutralize 


2 poison, can be produced against diphtheria, tetanus, baccillus pyocyvaneous, 
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snake venom, and several vegetable poisons. However, the process of pro- 
ducing immunity against cells and bacteria is a more complex process. Let 
us first study the phenomenon of cytolysis and in so doing we shall pro- 
ceed from the known to the unknown. We know that the serum of guinea 
pigs has normally very little effect upon rabbits’ blood and blood corpus- 
cles; but if a guinea pig has injected into it rabbits’ blood corpuscles, its 
serum becomes extremely active rabbits’ blood corpuscles, for if now a lit- 
tle of this guinea pig’s serum is added to a suspension of rabbits’ blood 
corpuscles there results extensive dissolution of the corpuscles, with escape 
of the hemoglobin and ‘‘laking.** Therefore there must have been some 
new factor produced in the guinea pig’s serum. And this new body is term- 
ed the anihoceptor. But this is not the only factor, for if we heat this active 
guinea pig serum to 55 degrees to 60 degrees C, the hemolytie action is 
wholly arrested, but if the serum of another normal guinea pig be added to 
this mixture of heated guinea-pig serum with the rabbits’ blood corpuscles, 
hemolysis immediately begins. Therefore, it was a normal product of 
guinea-pig serum that was destroyed by the heat and not the amboceptor. 
Consequently we must assume that this body is a normal product of the 
guinea-pig serum and its presence is absolutely necessary to complete the 
phenomenon of hemolysis or cytolysis, and is therefore called the comple- 
ment. 


The existence and combined action of these two bhodies—amboceptcr 
and complement—can similarly be demonstrated in every case of cytolysis 
and bacteriolysis as the result of injecting small doses of the living organ- 
isms, or larger doses of the dead organisms, and is produced in identically 
the same way. By injecting into the patient a bacteria or suspension of 
dead germs, there is caused to be produced the amboceptor. Now, if there 
is present in the patient’s blood-plasma a complement which will unite with 
this amboceptor there will result a bacteriolysis or dissolution of the living 
germ corresponding to the kind of bacterin or vaccine used. 


There is yet another class of substance present in the blood serum 
which are factors in the bacteriologic process. These substances are known 
as Opsonins. The word ‘‘opsonin’’ literally means, ‘‘I prepare for food.’’ 
When different bloods are examined in regard to the ability of the blood 
and leukocytes to destroy bacteria, the main variable factor is found to be 
the serum and not the leukocytes, and it is also found to be the amount of 
opsonin in the blood which causes the leukocytes of one patient’s blood to 
ingest a large number of bacteria while the leukocytes of another’ blood 
may not be able to ingest more than a third as many bacteria. These op- 
sonins are very variable in different individuals, and in the same individual 
at different times. By means of a very few practical tests it can readily be 
demonstrated that the opsonins combines with the bacteria and renders 
them a much more susceptible prey for the leukocytes. To state in a few 
words the effect of opsonine upon bacteriolysis, we may say that the op- 
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sonine, by combining with the cell substance of the bacteria, reduce their 
ability to fight the leukoeytes, and do not directly increase the ability of 
the leukoevtes to cestr \ the bacteria. The amount of opsonine in the blood 
is increased by inoculation of small amounts at first, and, then, gradually 


] 


Increasing amounts, of dead bacteria or vaccine 

There is vet another phenomenon we must understand in order to be 
able to explain what is apparently a contradiction to the theory of immun- 
ity. wand that is, anaphylaxis. Since the employment of diphtheria anti 
toxin, occasional cases have been reported of sudden death following upon 


: 
le to 


the incenletion of the serum ii (G Hesenau and Anderson were ab 


, , on 
Collect hiheteetn causes ott oo Tire titeratur Phe SVinptoms may conte on 


lishess aha 


Within tive minutes of the inoculation, with collapse, unconsei 


convulsions, With paralysis of respiration and death. These symptoms are 
net preduced by any toxin or antitoxin in the anti-diphtheria serum, for 
plain horse serum will produce the same effect. Experiments for the cause 
of this phenomenon have led to some very remarkable results. Tf a moder 
FT large amount ¢ Orelon serti be Injected Into an animal, either 
stihcuianecusly or inte the peritoneal cavity, no lmimediate effects are pro 
ducea, and the animal, in a fe days, Deco nies iinunized to that serum. 
But ii instead of a large amount of serum a verv small amount be injected at 
first. and then i from ten to twels davs a large amount Is thyected, the 
animal may die ina very few minutes. To make myse!f clearly understood, 


let us consider a concrete e: ample: 

Kvewhite is a very innecvous proteid it we take as little as 1-l00.000 
of a cubie centimeter of egg albumen, and inject it into a guinea pig, and 
then in twelve days inject 9 C. C. of egg white into the guinea pig, the ani 
mal is apt to die—it may be in a few minutes or at most in a few hours. 
instead ef being rendered immune, the very opposite result has been brought 
about; the animal has been sensitized or rendered much more susceptible to 
the foreign proteid. This process of sensitization has been called anaphy- 
axis 

Various theories have been adduced to explain this remarkable phe- 
nomenen, The most plausible theory is that of Vaughn. He has shown 
that al! albumens and bacterial proteins can be split into two portions, one 
poisonous, and the other non-poisonous. Even a molecule of such an in 
nocuous albumen as egg-white can be split into an extremely poisonous 
moiety and a non-poisonous moiety. Animals may be sensitized by a small 
amount of unaltered egg-white, or with the non-poisonous part, but not with 
the poisonous part. What is more, the non-polsonous part does not sensi- 


tize to itself, but to the unbroken ege-white. 


These facts ean only be satisfactorily explained on the supposition that 
when a small amount of protein is introduced into the organism, the cells 
have an affinity for the non-poisonous part and not for the poisonous part. 


The same results ensue whether the egg-white, or only its non-poisonous 
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element, is introduced. The cells become habituated to attract to them- 
Ives the non-poisonous part and to form and discharge a serics of receptors 
which combine with the non-poisoncus part. When, therefore, after this 
habituation or immunity has become established (in 10 to 12 days) and the 
unbroken egy-white is introduced, the cells and these receptors actively at- 
tract the non-poisonous element of the albumen, thereby liberating the pois- 
enous part, which now free in the body fluids, enters the blood. circulates 
io the brain, and there sets up those disturbances, more particularly in the 
respiratory center, Which lead to death. The second dose of egg-white must 
contain enough egg-white to furnish a fatal dese of the poisonous part when 


split up in the body. 


But why do we obtain these anaphylactic phenomenon only when the 
first dose is small, and why. under ordinary conditions, when the tirst dose is 
large, do we gain immunity to the whole protein molecule? Here the prin- 
ciple of dissociation of ions may be invoked. Just as when a very small 
pmount of Na, Cl. is dissolved in « large quantity of water it undergoes 
N 


dissociation into its Na. and Cl. ions, but when the amount is large the 


largely wanting. So with the introduction of a minute 


Cissoclation is 
amount of a protein into the system, that protein undergoes dissociation 
into its poisonous and ton POlSOOLLs moities. The amount cf toxin liberated 
in the smali injection at first Is too small to have anv effeet, but when 
larger amount is injected the cells attracting and combining with the non- 
poisonous moiety liberate a large amount of the toxic part, and this enter- 
ing the circulation and brain produces its effects. It seems that when a 
large amount of protein is given at first, this ionization and dissociation 
into its poisonous and non-poisonous parts does not occur, and the body 
eells attract and act upon ‘the protein molecule as a whole. accusteming 


themselves to deal with the whole molecule. 


Bound thus into cells the toxiferous moiety has no deleterious effect, 
for, as stated above, the poisonous moiety acts specifically, not upon the body 
cells in) general, but upon certain cells of the nervous system. This en- 
trance into the general circulation may happen in transfusion experiments, 
or in preliminary doses of protein in large amounts, and in this way we 


explain the lethal effeets of serum sickness, 


Sueeesstul administration of the vaccine presupposes that the physician 
understands thoroughly the phenomena of immunity and has a goed working 
knowledge of bacteriology, and unless the physician has this knowledge it 
is practically impossible for him to use the treatment scientifically and ob- 
tain the greatest degree of success. | shall not attempt to outline a definite 
procedure for the various diesases treated with the vaccine, but shall con- 
fine myself to the treatment of one disease, name'y, gonorrhoea in the male, 


If you can master this disease the others are comparatively easy. 


Let us. for example, consider a patient who applies to the physician 
during the first few days after the appearance of the discharge for the first 
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time. The patient should be instructed to abstain entirely from all aleo- 
holic beverages and from any article of diet or drink that is at all irritating 
to the palate, such as pepper sauce, mustard, carbonated water. He should 
drink freely of plenty of good water. He must avoid entirely sexual inter- 
course and even sexual excitement. Then give him a good emulsion which 
is antiseptic and soothing. This | believe is of considerable benefit. Then 
] give him a five per cent. (5%) selution of Argyrol, with instructions to 
inject the penis every three hours, using special precaution to not force the in- 
jection past the cut-off muscle, and to hold it in the penis for five full minutes 
by the watch. Impress upon him that he must not guess at the length of time. 
] believe that a weak germicidal solution in contact with a gonococcus fora 
long period of time is more effective than a much stronger solution for a short 
period of time, and certainly will not do as much damage to the mucous 
membrane of the urethra. Let him continue this treatment until the dis- 
charge has diminished to the morning drop, if possible, or, in other words 
until improvement ceases, whether the penis is still discharging freely, or 
only a little in the morning. The patient is now ready for the vaccine. 


Begin with an injection of 50,000,000 dead gonecicei per C. C. If you 
are to get effect from the vaccine the patient must develop during the first 
twenty-four hours a local reaction at the site of injection, characterized by 
pain and redness, and a constitutional effect, characterized by malaise with 
a possible headache, backache, frequent pulse, and a slight increase in tem- 
perature. The discharge is increased during the first 24 hours and then 
there is a marked lessening of the discharge and improvement for two days 
as a rule, but sometimes for three days. On the third day the patient should 
receive another injection of 50,000,000 and continue with the same sized in- 
jection every third day until the patient refuses to improve. Then increase 
the amount to 100,000,000 per C. C., and so on, as the case may demand. 
The largest dose I have given to a patient at one time is 1,200,000,000 killed 
gonococci. The above is of course a typical ease and as various complica- 
tions arise the treatment must vary. 


There are, however, simple, uncomplicated cases of gonorrhea that do 
not react in the slightest to the vaccine. The reason for this is still a mat- 
ter of conjecture, but I am inclined to believe that there is some factor 
lacking in that patient’s blood and it seems to me that most probably it is 
the complement. These cases are, of course, very obstinate and I cannot 
conscientiously promise very much as regards a permanent cure. However, 
it seems to me that we shall soon be able to make those patients react to the 
bacterin. 


I have treated cases of gonorrheal arthritis and cases of gonorrheal 
ophthalmia with the bacterin and had very gratifying results. Wright has 
demonstrated that opsonins are formed locally, or by the cells directly stim- 
ulated at the point of injection. From here they diffuse into the blood and 
lymph. Upon this assumption Wright states that the point of injection 
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best suited to treating an infected area is near the focus of infection and at 
such a location that the flow of blood and lymph is toward the point of in- 
fection. I have found in gonorrheal infections of the urethra that the effect 
is better if the injection is given in the upper and inner aspect of the thigh. 

It is necessary not only to produce highly opsonic blood and lymph, 
but it is of the utmost importance to insure the conveyance of the opsonins 
to the infected area, and the failure to appreciate this fact is often the rea- 
son for failure to obtain results. In gonorrheal infections this is particular- 
ly applicable as gonorrheal infection is always attended with an inflamma- 
tory exudate which effectually prevents free circulation of the blood and 
lymph. 


We cannot overestimate the importance of a careful examination in 
every instance and the institution of appropriate treatment along with the 
vaccine, which should be employed as an adjunct and not to supplant other 
forms of medication. And while vaccine therapy is attractive theortically, 
too much must not be expected of it in the way of marvelous cures. It 
should be used along with other beneficial methods of treatment. 


Oklahoma City, May, 1911. 
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A PECULIAR CASE OF ECLAMPSIA AND TREATMENT. 
By Dr. L. T. Strother, Nowata, Oklahoma. 


On Saturday evening about 5 o'clock, September 24, 1910, was called to 
attend Mrs. M., in her second confinement. On arrival found labor well ad- 
vanced, head presenting, and engaged in inferior strait, with strong expell- 
ing pains. The patient was complaining of severe headache, for which | im- 
mediately gave chloral hydrate 10 grains, and potassa bromide 20 grains. 
Hardly had time to do this when was needed at the bed-side to support the 
perinacum, and receive the child. The placenta was delivered in a few mo- 
ments without difficulty, and entire. Shortly after which she expressed 
herself as being completely relieved of the headache. This was about 7 
o’clock. After mother and babe were properly cared for, we departed for 
home. 

About 4:30 o'clock the next morning, Sunday, September 25, was again 
called to this place. On arriving there learned that about 1:30 or 2 o'clock 
a. m., she awoke from sleep, complaining again of severe pain in the head. 
The chloral and bromide mixture prepared in the early part of the evening, 
having been thrown out, there was nothing at hand for relief. At 3 o’clock 
she went into a convulsion. The husband aroused the neighbors, one of 
which being dispatched for me. In the meantime she had had the second 
and third convulsions before my arrival. About one hour had elapsed since 
the last spasm and my arrival. I found her rational, but somewhat dull. 
She answered all questions intelligently, complaining of some headache, but 
not near so severe as when she awoke during the night. Tem. 99, pulse 86. 


Immediately gave another dose of chloral hydrate and potassa-bromide. 
Also calomel 5 grains, and podophyllin one-sixth grain. 1 remained with 
her fully an hour, talking to her and watehing her closely. As could see no 
indications of further trouble, was leaving directions for the administration 
of more calomel and podophyllin, preparatory to returning home: when was 
urged to stay for breakfast then ready. As that would prolong my observa- 
tion of the patient, consented to do so. She inquired about something to eat, 
and we gave directions for her breakfast, and cautioned her that she must 
eat in a recumbent position. We were about half through eating, when an 
exclamation and call from the sick room to hurry to her bedside. We found 
her in a terribly long and hard convulsion. We gave chloroform by inhala- 
tion, and, as soon as could prepare it, 12 drops Norwood’s tinct. of veratrum- 
viride, subcutaneously, and requested Dr. B. W. Freer be called. 


After waiting thirty, or thirty-five minutes, and there appearing no 
effects from the dose of veratrum, gave hypodermically the one-tenth grain 
of apomorphine. There was no response to this drug either. We then had 
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recourse to saline-enemata, with good results as to emptying the colon. In 
about an heur after Dr. Freer arrived. Her condition then was complete 
unconsciousness, Which had continued since the last convulsion. Deep slug- 
gish breathing, system relaxed, tem. 98, pulse 80. The doctor and | agreed 
on an eftort of thorough elimination. He recommending one-tenth grain of 
claterium, every two hours for several doses; while | advised oleum tiglii. 
As having long since learned, to place great reliance in that agent, in ar- 
rousing a benumbed and depressed brain. In about an hour after, while 
waiting for the medicines the doctor was to send, | was perparing to give 
another dose of veratrum viride, when she vomited. Throwing up what 
jittle breakfast she had eaten and large quantities of green bile and mu- 
cous. This was repeated three times. L then noticed that her pulse had 
dropped to 42, temp. 98. As soon as the medicines arrived, | rubbed up 
5 or 6 grains of calomel, and one-tenth grain of eleterium, with 5 drops of 
croton oil. 


This we had much difficulty in administering, as could not pry the 
tceth apart, to place the medicine on the tongue, and had to be content with 
acy ositing it well back on the inside of the cheeks, and with our finger rub- 
bing it in between the teeth as best we could. Tem. 98, pulse was then 48. 
in two hours gave another dose of eleterium, pulse and tem. the same, and 
found that there had been a free passage of urine. This we felt was an 
encouraging indication, and again in two hours a third dose of eleterium 
with podophyllin, tem. normal, pulse 48. She had been able in the last two 
or three hours to occasionally swallow a tablespoonful or so of water; when 
was thinking of giving the fourth dese of eleterium, and three drops of the 
cil of tiglii, her bowels passed a large thick black mass, and again aout dark 
there was another free bowel movement of the same character; tem. normal, 
pulse towards evening ranging from 52 to 56. Thus closed Sunday the 25th. 


During the night there were three large dark green actions from the 
bowels. At 4 o'clock next morning, Monday, the 26th, she began to show 
signs of returning consciousness, and by 7 a. m. she seemed to be perfectly 
at herself. She was ordered a dose of castor oil, and during the day had 
three or four actions from same. On the next morning, Tuesday, the 27th, 
we made our last visit, and from that time on she made steady progress to 
complete recovery: as if nothing abnormal had occurred. This case is re- 
ported from the fact that the convulsions did not come on for something 
over seven hours after delivery had taken place, and the tardy and delayed 
action of the remedies employed for relief 1 have never known but one case 
before (and that not in my practice), where the eclampsia was set up so 
long after the birth of the child. As to the drugs employed there was no 
response to the veratrum-viride for at least two hours after it had been in- 
troduced into the circulation. I was condemning myself for not giving a 
larger dose of this potent remedy, and was preparing to give another hypo- 
dermie of 8 or 10 drops, when the system responded to its action. When 
finally its action was established, pulse rate down to 42, remaining at 48 for 
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over four hours, and below 60 the rest of the day, was very well satisfied 
with its action. In a practice of over 44 years | had never known Nor- 
wood’s tincture of veratrum viride to fail before; had never known its phys- 
ivlogical action delayed when given hypodermically, more than 20 or 25 
minutes. And in all my practice have never given but once a larger dose 
than 12 drops hypodermically, In fact, have oftener administered 10 drops 
than over that number. Have always received the action wanted, and never 
before had an occasion to wish that | had administered a larger dose. We 
were highly gratified at the favorable and full response of the patient’s sys- 
tem in this case, to our efforts at elimination; for we all understand now 
that this fearful malady is caused by toxaemia; and that the only hope for 
our patients in such conditions is to relieve the toxic condition of the blood. 
through some of the excretory avenues of the system. Fifty years ago the 
treatment of puereperal eclampsia was generally by venesection and that 
was the teaching; and years ago in such cases as this, | have tied up the arm 
and used the lancet; but the fatality in puerperal convulsions in those days 
was much greater than today: which speaks eloquently of the advancement 
made in the treatment and management of this disease. In my own practice 
I have been so fortunate as to never have had a fatal case of puerperal con- 
vulsions. Some twenty-five years ago suppose | saw the first article of some 
physician giving his experience in a case of puerperal eclampsia, with the 
tincture of veratrum viride which with the knowledge I already had of the 
remedy, appealed to me as the one means to combat this condition, depress- 
ing as it does the circulation; slowing and softening the pulse; relaxing the 
system and any spasm of the blood vessels that may exist; acting at the same 
time as a sedative to the spinal cord, thus quieting and controling nervous 
excitement. It prepares in the best possible manner the system to respond 
to the action of catharsis, or other means of elimination. It so impressed me 
that | began its use in similar conditions, and have never employed any other 
treatment since; but should not hesitate to bleed also in connection with the 
Veratrum treatment, if I should meet a case where there was marked cyano- 
sis, and a tense pulse which did not yield to the other line of treatment. The 
one case in which | made use of more than 12 drops of Norwood’s tincture of 
veratrum viride was in the following instance: 


On December 17, 1911, 5 o'clock a. m., received a telephone call to see 
*“*Mrs. P.’’) When arrived, found the house full of excited women; learned 
that Mrs. P. was the mother of three children; was pregnant, and that preg- 
nancy had advanced to about the eighth month or term. She had retired the 
evening of the 16th as well as common. In the morning about four o’clock 
her husband awoke and found his wife lying on the floor in an unconscious 
condition. He lifted her back on the bed, and was trying to arouse her when 
she went off into a convulsion. The husband supposed she was dying, and 
summoned the neighbors. Nearly an hour had now elapsed since this con- 
vulsion when | arrived. She was perfectly rational, but could not remember 
anything since going to bed the evening before. There had been very little 
swelling of the feet and ankles, and no puffing of the face noticeable; tem. 
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normal, pulse 88. While I was getting all the information | could gather, 
she was seized with another convulsion. Remembering my experience with 
Mrs. **M.,’’ | gave her 15 drops of Nerwood’s tincture of veratrum viride hy- 
podermically. In a few minutes she was vomiting freely a large amount of 
bilious matter. In a little while her consciousness was restored, pulse had 
cropped to 56. Upon examination per-vaginum | found no evidences of pre- 
mautre delivery. She was directed to keep her bed, a nervous sedative and 
proper cathartics prescribed, And as there was phone connection, we returned 
home. In two hours was again called to this case. Found my patient had 
been vomiting excessively, and almost incessantly. She could not raise her 
head from the pillow, or hardly speak for the distressing retching; a small, 
thready, rapid pulse, skin pale, cold and clammy; and considerable muscular 
exhaustion. I gave subtutaneously morphine sul. 1-4 gr. strychnia nit. 1-30 
gr. This controlled the vomiting and relieved the depression, and as soon as 
stomach could retain it, gave her also some whisky; gave directions for a 
couple of hours’ rest, and then to commence with the carthartics previously 
prescribed. This was our last visit. Learned that in a couple of days, she 
was up and attending to her household duties. She went on to full term 
without any trouble and was delivered January 12, 1911, with no untoward 
symptoms supervening. In this case the dose of 15 drops was attended with 
such excessive action as to require special means for relief and restoration. 
! understand it to be the teaching in some of our medical colleges for the 
treatment of puereperal eclampsia to never give less than 200 drops hypoder- 
mically of veratrum. I saw an article in a magazine some months ago where 
the author was lauding the treatment of this disease with large doses of vera- 
trum hypodermically and otherwise, and stated that he never gave less than 
20 drops by the former method; and often gave teaspoonful doses of the 
tincture by mouth. I have used veratrum viride more or less for over 40 vears; 
have given it for days continuously every two or three hours, and must say 
have never seen an ocacsion when such large doses of this remedy were nec«s- 
sary or advisable; although we are told of exceptional instances in this disease 
where there has been found a tolerance of very large doses of this drug; but 
1 insist that we should not treat every case of this kind that we run up 
against as one of these exceptional cases. Such doses seem dangerous to 
me, but I have always confined myself exclusively to Norwood’s tineture of 
veratrum viride. Some other preparation than Norwood’s tincture may have 
been which may account for the large doses above given. I have always 
found Norwood’s preparation wniform in it’s action, safe, and sure. That 
there may be a difference in the physiological action of the different pre- 
parations of this drug seems to be borne out by the remarks of Prof. H. C. 
Wood, Jr., in the fourteenth edition of this Therapeuties; where he says, on 
page 262: 

“‘In our opinion the medical practitioner who wishes to produce a 
profound influence, with veratrum viride should always order and see that 
he gets not the veratrum of the U. S. P., but veratrum viride; for in the 
eighth revision of the pharmacopoeia viride was dropped as an 
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and veratrum, defined as the dried rhizom and root of vera- 
The former is a native of America, and 


official title; 
trum viride and veratrum album. 
the latter of Europe; and while they are similar in many respects, they 
are not identieal.”’ 

From this quotation it would appear that the difference in the dose 
of this remedy may be accounted for by the difference in the preparation 


used. 


Dr. John F. Kuhn, Oklahoma City : 


| want to say just a few words, and first 1 want to ask Dr. Stother 


how much bleeding there was following the expulsion of the placenta. 


Dr. Strother: **Not much.” 


Dr. Kuhn continuing): | expected this answer. | believe the case 
was handled very excellently. L think the doctor showed great fortitude. 
1 would never have been able to wait two hours for that result. [| was 


taught that 10 or 15 drops as an initial dose, followed by 5 drops every 
hour until the pulse was reduced, was the proper dosage for veratrum viride 


Pre. Chas. Re lame, Anadarko: 


| think this is a timely subject. | have had several cases of post-mortem 
and ante-mortem eclampsia. L have seen statements that it was an acute 
infectious disease of twenty-four hours standing. The blood of a woman is 
loaded with toxin at this time. Venesection is, I think, the thing to do 
i believe in venesection even if you must use normal salt solution to re- 


place the blood taken away. 


Dr. (2S. Bobo, Norman, Oklahoma: 


L believe the convulsions are caused not so much by the toxemia in the 
blood, a peculiar condition brought about by the puerperal state, but is 
due largely to blood pressure. We know that in giving veratrum viride we 
do not rid the blood of the toxemie condition, if the blood is toxic. but we 
do know we relieve the high blood pressure. The action of veratrum viride 
is to dilate the blood vessels. The dilation of the blood vessels can be so 
accomplished that the abdominal blood vessels will hold the entire blood 
supply of the person. J believe it is the elevated condition of the blood 
pressure that causes the convulsions. 

In the case reported by the doctor, I believe there was a general toxemia, 
and | believe that if the bowels and exeretory organs of the patient had been 
in proper condition, there would have been no convulsions. 

It is safe for a man to leave a case of confinement when the patient’s 
pulse is below 100, but when the pulse is above 100, the doctor had better 


wait and watch for developments. 
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Now, if the secretions had been properly stimulated and the bowels in 
the right condition and cleared out, | seriously doubt whether the woman 
would have ever had a convulsion at that time. It occurs to me that the 
case Was more one of general toxemia than due to the puerperal state. 


Dr. J. A. Hatehett, El Reno: 


It appears to me that we should keep in mind preventive means. We 
should watch our obstetrical cases closer. We should examine the urine 
of women in confinement. We should use active preliminary treatment. 

In my own experience I have had fourteen cases of puerperal eclampsia, 
and two deaths in that number. None of them had preventive treatment. 


I want my people to engage me before hand. I| always call for a speci- 
men of urine. When we see a woman in convulsions there is no time for 
preventive measures. 


It is my belief that we have overdrawn the value of veratrum viride as 
a remedy. Rapid elimination is the thing, I think; oleum tiglii often fails 
—does not act as rapidly as is supposed. I think we should keep our ob- 
stetrical cases under observation. We ought to get more money out of them, 
so we would be free to give them more attention, 


Dr. Fair, Frederick, Oklahoma: 


We cannot always depend upon the examination of urine in cases of 
eclampsia, for sometimes they come when the urine is all right. We should 
aiways look after the bowels. .As to the headache—I am always scared when 
it occurs efore or during laor. It is usually due to faulty elimination. 


Dr. Vance, Checotah: 


; In thirty-three years of practice, | have met about one-half dozen 
cases of eclampsia. I would have met more if | had not watched cases 
closely and depended upon elimination and bromide of potassium. 


1 think a good bath is a great aid to a patient about to be confined. 
The skin should be in condition to act freely. There must be a good move- 
ment of the bowels. The trouble often is we are called too late. When a 
woman complains of headache, I certainly get scared. I remember the 
first case 1 ever saw and the last. I remember one case of eclampsia in 
which there were no symptoms of cclampsia until twenty-two hours after 
delivery. So I don’t now how long we should expect to have to wait. 


I have had no experience with veratrum viride. I look after the elmi- 
ration as quickly as possible and when that is accomplished, we usnally 
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get results, if the patent is not too far gone. In severe cases we usually 
practice venesection. 


Dr. Risser, Blackwell, Okla. 

I am glad the doctor brought out the importance of making an ex- 
amination of the urine. | insist on this in every case, making examination at 
least twice a month. I think we should educate the public in these matters. 
They should know the importance of these things which have so often been 
overlooked. 


Dr. Strother, closing: 
I have noticed in giving veratrum viride the patient always throws up 
a good deal of bad matter. 


As to preventing cases of eclampsia—of course we can do that if we 
can use preventive treatment, but in all the cases I have had there has been 
no chance for preventive treatmnt. 


A good many physicians seem to be afraid of veratrum viride and give 
it in very small doses, only two or three drops. I remember a woman who 
took it by mistake once, thinking it was turpentine. Nothirg untoward hap- 
pened, and 1 have never been afraid to give it since, and always give five 
drops. 
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A CASE OF ACUTE CATARRHAL LARYNGITIS (NOT DIPHTHERITIC) 
REQUIRING INTUBATION. 


By Dr. D. D. McHenry, Oklahoma City, Okla. 





Early on the morning of Dec. 17th, 1 was hurriedly called by Dr. F. K. 
Camp to come and intubate a case for him. 


Obtained the following history: On the night of the 14th, three nights 
before, he was called to see Laura B., nine years of age, for what the par- 
ents said was an attack of croup. The child was suffering from a severe 
attack of acute coryza, and, in Dr. Camp’s opinion, this attack was not 
regular croup, but seemed to him to be more of a choking attack from ex- 
tension of the coryza to the throat. He used the usual emetics and expec- 
torants and soon relieved the child of the severe dyspnea. It was some 
better but not relieved during the next day. Had a temperature of 101, 
rapid some what labored breathing, dry metalic cough, very hoarse, no pain 
in the throat, general malaise. The second night it had a similar attack 
which was relieved by about the same treatment, and on the second day was, 
if any different, slightly better than the day before. The third night at 
midnight it had the third attack. As the doctor had left some emetie and 
other treatment for the attacks the parents used this. The child getting no 
relief they called the doctor early the next morning. He found more 
dyspnea than before, child slightly cyanotic, and immediately put a nurse 
on the case and had the child put under a croup tent. But the dyspnea and 
cyanosis gradually increased, so he sent for me to intubate. 


A superficial and hurried examination showed: Pulse 144; Temp. 102; 
Resp. 40. Severe dyspnea with difficult expiration as well as inspiration. 
No stridulous breathing, or at least not the typical inspiratory sound you 
get with spasmodic laryngitis or so-called false croup. Could speak only in 
very faint whisper, tonsils free and not enlarged. Decided inflammation of 
pharynx and nares. No enlargement of the glands of the neck. Lungs 
clear, excepting coarse mucous rales in the larger bronchial tubes. Hoarse 
barking metalic cough, with expectoration of mucous or slightly muco- pur- 
ulent secretion. Struggling and gasping for air. In fact all the indications 
of immediate dissolution. No signs of other disease, and wish to say here 
that a very careful physical examination later in the day by Drs. Camp, 
Fishman and myself failed to reveal any other complications. 


[ intubated at once, which relieved the dyspnea and soon the cyanosis, 
and the child went to asleep. 


I at first thought we had laryngeal diphtheria, though some of the 


typical symptoms were missing. At my suggestion 5.000 units of antitoxine 
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were given, repeated in four hours. The gradually increasing obstruction 
was the main reason for the diagnosis. And had I another case like it to- 
day I would give it the antitoxine, as I did here, until my diagnosis was 
confirmed or disapproved by culture; slide, and further study of the case. 
In defense of Dr. Camp, wish to say he never agreed with that diagnosis. 


Beginning with the secretion adhering to my finger after intubating, 
we had three microscopical examinations and a culture made by Dr. C. J. 
Fishman on this date, and two more slides and another culture on suceceed- 
ing dates but never found any Klebs-Loeffler bacilli. In fact culture show- 
ed no bacilli, only a few unidentified coeci. 


The obturator in the proper sized tube for this aged child in my set 
would not work easily, so in the emergency I used the next size smaller. 
About three hours later in a severe paroxysm of coughing the child dis- 
lodged the tube and swallowed it. 


As she breathed with less labor and | was nearby we did not introduce 
another at once. However the dyspnea slowly but gradually increased until 
by 7:30 p. m. she again became slightly cyanotic and, failing to be relieved 
by other treatment, we introduced another tube. This was ten hours after 
the first tube was introduced. 


The child suffered from weak heart and general depression for the 
next twenty-four hours requiring vigorous stimulation. Tube was left in 
three days. Temperature run from 99.6 to 102.8 degrees. Removal of the 
tube was followed by slight dyspnea which passed off in a few hours. She 
still had some fever, cough, some ¢xpectoration and loss of voice for the 
next four days, that being the last tirae I saw the case. However she made 
a slow uneventful recovery with complete restoration of voice. 


What disease produces such a set of symptoms and such a history as 
this? Some men at least would immediately reply croup. It certainly 
simulated the so-called false as well as true croup. 


That leads us to ask what is croup? Why do we use the term? What 
do we mean by it, and what does it tell us? The word is of Seotch origin, 
meaning to croak or to ery with a hoarse voice. Lippincott’s medical die- 
tionary defines it as: ‘‘A disease marked by laborious breathing, with a 
stridulous noise, short dry cough and expectoration of a concrete membran- 
ous sputum. Gould gives a similar meaningless definition for the general 
term, and then defines catarrhal, spasmodic or false croup as ‘An afflic- 
tion of childhood characterized by paryxosms of intense dyspnea and a pe- 
culiar ringing metalic cough.’’’ None of these definitions tell us the organs 
affected or anything about the pathology. 

I think the term is obsolete and should be discarded by scientific men. 


It means no more than to say a man has neuralgia, stomach ache, cough, 
etc. Were I to use the term at all I would define it as an acute temporary 
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obstruction or stenosis of the larynx. You immediately reply that includes 
more than we mean by croup. Very true, and only another reason why we 
should discard the term. 


In this case under consideration we certainly had an acute obstrue- 
tion of or in the larynx. What are the causes of such obstruction? 


I would divide then into three classes. Ist. Mechanical; 2nd. Reflex; 
and 3rd. Inflammatory. 


In the first class we would have foreign body and non-inflammatory 
edema. 

Certainly the best way to have determined if it was either of these 
conditions, or just what was the condition for that matter, would have 
been by a careful examination of the larynx. 1 find this is difficult and 
many times impossible in children. This child was quite unruly, and we 
were never able to get a good laryngoscopic view. 1 did not use the bron- 
choscope as the condition of the child was such that we did not consider it 
safe to give a general anesthetic which is necessary in bronchoscopical ex- 
aminations in children. Will state an X-ray examination was negative. 
Hence we will have to draw our conclusions from the clinical history and 
objective symptoms, and hope by the study of these to be able by exclusion 
to determine the cause for this obstruction. 


Had it been foreign body the obstruction would have come on sudden- 
ly, been continuous from the first, and would not have accounted early in 
the trouble for the inflammatory symptoms. 


If it was non-inflammatory edema it lacked the chief causes; namely 
renal or heart disease. Neither would it account for the inflammatory symp- 
toms. So I think we can without further consideration exclude both. 


In the second class we have laryngismus stridulous and laryngitis stri- 
dula or spasmodic laryngitis. 1 have placed the latter in this group, realiz- 
ing that many classify it with the inflammations. 


These two conditions are used synonomously by many text books, but 
1 think a distinction should be made. Laryngismus stridulous is a neurosis, 
almost always occurring in rhachitic or marasmic children. Its predispos- 
ing cause an excitable, nervous system and its exciting cause an irritation, 
probably remote from the larynx, as worms or indigestion, or it may be due 
to adenoids, other nasal obstructions, ete. We sometimes get a spasm similar 
to it from strng local applications to the larynx, pharynx, or even post 
nasal space. It is purely a spasm of the muscles of the larynx without in- 
flammation. 


Spasmodic laryngitis has the same predisposing nervous element. But 
for its exciting cause it has an inflammation of the larynx, or pharynx. 
Hence some classify it with the inflammations. I think the reflex nevrous 
element predominates. Certainly all children do not have this element, else 
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all children with laryngitis would have accompaning spasm which we all 
know they do not. However it has the decided inflammation that is not pres- 
ent in laryngismus stridulous. And | think it should be called spasmodic 
laryngitis and not such a vague meaningless term, as false croup. 


In our case larygismus stridulous would not account for the inflamma- 
tory symptoms. It would have come on suddenly and would have either 
died or been relieved hours before L relieved it by intubation. 


As to spasmodic laryngitis: the embarrassed expiration as well as in- 
spiration, and consequently the lack of the peculiar stridor; the gradual in- 
crease of the obstruction in the last attack for nine hours, and the fact that 
the symptoms were not relieved during the day, between attacks, | think 
rules that out. 


That leaves us the third class or inflammatory obstructions. That 
will include : 


Ist. cute catarrhal laryngitis. 
2nd. Edematous laryngitis. 

3rd. Membranous laryngitis. 

4th. Acute septic laryngitis abscess. 
oth. Peri-chondritis. 


As there Was no pain, or tenderness on pressure over the larynx, the 
two prominent symptoms of acute septic laryngitis and peri-chonditis, we 
rule them both out. 


As we had no membrane, and as nearly all cases of membranous 
laryngitis are dipththeritic and as we found no Klebs-Loeffler bacillus or other 
specific germ we will exclude that. 


That leaves us acute catarrhal and edematous laryngitis. | remarked 
early in my diagnosis of this case that we were never able to get a good ex- 
amination of the larynx. So | am not certain there was not some edema. 
The aretynoids and epiglottis both showed some swelling by palpation when 
intubating. But it lacked the suddenness of edema, and the elder DaCosta— 
that king of diagnosticians—says, ‘‘Expiration is comparatively uninimbar- 
rassed in edema.’’ Andrews states in his text book that Rice reports from 
the study of forty-one cases, that it is doubtful if edema ever occurs from 
simple catarrhal inflamation. So I can not be certain, but | think we had 
only inflammatory swelling of probably the submucous tissue as well 
as the mucous membrane, and no edema. 


That leaves our diagnosis acute catarrhal laryngitis. Let us summarize 
the case, and see if the symptoms will not fit the disease. 


The first case had acute coryza with fever, dry metallic cough, hoarse- 
ness and later aphonia; No discernable membrane or no specific germ; No 
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complications except the coryza outside the larynx. Child had three dis- 
tinet attacks of dyspnea with obstruction to expiration as well as inspira- 
tion, and never entirely relieved from the first attack. The third attack 
not being relieved by any medical treatment but showing a gradual increase 
of the obstruction for nine hours. In fact the usual symptoms of acute 
laryngitis for the first two days when it became more severe. 


With such a chain of symptoms, | think | am justified in diagnosing 
this case acute catarrhal laryngitis with sufficient swelling, or possibly some 
edema, to cause obstruction requiring intubation or some surgical means to 
preserve life. 


Cases of this severity are rare. This being the only one in my experi- 
ence that | diagnosed as such. Rotch says he has seen a case requiring in- 
tubation. Kerley says: ‘‘Occasionally a case will be seen with marked 
laryngeal obstruction due to swelling and laryngeal spasm that will require 
intubation, but in my experience this is very rare.”’ Ballenger says: **In 
extreme cases it may be necessary to intubate, but these extreme measures 
are rarely neessary.’’ Lutler says: ‘‘He has seen a case of scarlet fever 
requiring intubation and another of severe ecatarrhal laryngitis, requiring 
tracheotomy, in neither of which was there edema or false membrane.”’ 


| remarked that this is the first case of such severity in my own prae- 
tice that | had diagnosed as such. That brings to my mind several cases in 
the early years of my general practice that | diagnosed and _ treated as 
laryngeal diphtheria, yet in which IL was never able to find the Klebs- 
Loeffler bacillus and never certain I had a membrane. 


Most medical men today say all membranous laryngitis is diphtheritie. 
But there is another small class that say we have a distinct disease-—a mem- 
branous croup. I am willing to agree with this latter class that very, very 
rarely we have a membrane in the larynx similar to the membrane in the 
throat in scarlet fever and sometimes in measles, of streptococcie origin, 
and described by Holt and some others as pseudo-diphtheria, but I would 
eall it streptococcic membranous laryngitis, not membranous croup. However 
these cases are so very rare, and in many of them we are unable to positive- 
ly identify a membrane, that I am inclined to think many put in this latter 
class are severe acute catarrhal laryngitis. Holt says, he has ‘‘More than 
once seen cases at autopsy to be catarrhal, which were regarded during life 
tc be undoubtedly membranous.’’ If he with his vast experience made such 
mistakes, why not others? And may not many of these cases reported as 
membranous croup have been like this one we are considering? And had 
this case occurred in the hands of men of this belief, or occurred in the 
hands of any man who does not do intubation or tracheotomy and died, 
as it undoubtedly would have without some surgical relief, would they not 
have recorded it as membranous croup? I certainly think they would. I 
also now think the cases I spoke of in my early practice were severe acute 
eatarrhal laryngitis. Fortunately for me they were not quite so severe as 
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this case recovered, so 1 gave antitoxine the credit. And I believe many 
other men have been having the same experience and making the same mis- 
take that I did. And I believe that if these men, who still contend that we 
have a distinct membranous laryngitis apart from the diphtheritie, will 
study their cases a little more closely, they will find that many of them are 
severe acute catarrhal laryngitis. 

At least I think the subject worthy of more careful study, not only by 
the general practitioner, but especially by we men making a special study 
of this line of work, to see if we can not at least get rid of that misnomer, 


membranous croup. 
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THE DIAGNOSIS AND TREATMENT OF ACUTE APPENDICITIS, WITH 
SPECIAL REFERENCE TO CONTROLLING THE INFEC- 
TION BEFORE AND AFTER OPERATIONS. 


By J. E. Gilcreest, M. D., Gainesville, Texas. 


When your President honored me by asking me to read a paper at this 
meeting of your society, | was at a loss to know what subject would prove 
the most valuable to you, and in selecting the one | have, | did not expect 
it to be of material benefit to the experienced surgeon who has spent much 
of his time in this work and had an opportunity to visit many fine clinies 
in the large cities every year. But ! hope our co-workers in medicine who 
do not pose as surgeons, but spend all their time in general practice, and 
only see a few cases of appendicitis each year will receive some benefit from 
this paper. The general practitioner is the man who usually has to make the 
diagnosis, and suggest the treatment, this is a grave responsibility but he 
must meet it, and should be able to act quickly as time is valuable when 
your patient has acute appendicitis. 


I will quote here a few of the aphorisms in appendicitis for the general 
practitioner, given by Howard Kelley, in his most excellent work on appen- 
dicitis, which was published in 1909. 


1. Appendicitis is the commonest of all acute intra-abdominal condi- 
tions. 


2. In all cases of severe abdominal pain, withhold morphine until the 
diagnosis is clear and appendicitis excluded or included. 


3. Then give morphine, as the best treatment is to ‘‘Splint’’ the 


bowels. 


4. Never give purgatives in appendicitis. 


~- 


5. The treatment of appendicitis is just the opposite of that of colie 
from ingestion of irritating substances; it therefore requires great care in 
differentiating. 


6. Appendicitis, as a rule, starts unexpectedly, as for example in the 
middle of the night, without any apparent reason in indiscretion of diet, ete. 


7. Appendicitis often also starts in when there is abundant cause of 
some kind in the way of trauma or over exertion, which apparently and 
plausibly accounts for the pain. Always be on guard in these deceptive 
cases. 


8. Note well that a pain exclusively in the left side does not exclude 
appendicitis. A long appendix and a movable colon, due to a long mesoeco- 








246 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


Jon can be found anywhere from the left inguinal canal and iliac fossa to 
the gall-bladder and under the surface of the liver. 


% The temperature in an appendicitis case is of the utmost importance. 
It ought to be taken at frequent intervals. A moderate temperature, of 
99.5 degrees or 100 degrees F., associated with local symptoms in the right 
iliac fossa, may indicate a gangrenous appendix. This is the group where 
the general practitioner is most apt to err and defer an operation until it is 
too late. He ought here, until he feels secure on the basis of his own experi- 


enee, to consult with a surgeon of experience. 


10. Sometimes the leucocyte count goes up before there is any eleva- 
tion of temperature and is therefore a valuable guide. 


11. In a ease of typhoid, we do not get an ascending leucocyte count. 


12. It is important to remember that the early history of typhoid is 
often, like appendicitis, due to swelling of the glands in the appendix. 


13. Typhoid appendicitis rarely calls for operation, and it is always 
a lamentable misfortune to subject such a patient to an unnecessary surgical 
operation with a long wearing illness before him. 


14. Sometimes a man of expericnce will recognize a grave appendicitis 
in a case with a dusky or anxious drawn expression, with a slight rise in 
temperature, and slight but positive symptoms in the right iliae fossa. The 
general practitioner must cultivate this keen eye which detects the enemy at 
a glance. 


15. Often a patient will present definite local symptoms, but nothing 
can be felt and he has little fevr, and th practitioner will rather reluctantly 
advise an operation; when, however, the patient is on the table, fully re- 
laxed under anaesthetic, a well defined mass can be felt and the situation 
becomes clear, and it is evident that an operation was advisable. 


16. Of all local symptoms musele spasm is most important. Remem- 
ber that a local spasm of muscle guarding a tender area of peritoneum is 
different from a plastron, or a hard area due to inflammation with sur- 
rounding inflammatory products. 


17. Remember that a careful examination of urine often serves to dif- 
ferentiate an appendicial case from a ureteral caleulus at or near the pelvic 
brim, by showing the presence of blood and pus in the urine. If no abnor- 
mal constituents are found in the urine, a caleulus is excluded. Ocecasion- 
ally an inflamed appendix adherent to the bladder will cause the presence 
of blood and pus in the urine, but this is rare. 


18. It is better to operate occasionally in error in a doubtful case than 
to wait too long for more positive signs and to lose a life now and then. 
No patient is ever killed by a skillful early operation. Many die for want 
of one. 
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19. However, this facility with which an operation can be done must 
not be used as an excuse for slipshod diagnosis and unnecessary operations 


The diagnosis can often be correctly made by a school child, and, again 
the surgeon of experience will have considerable trouble in making a de- 
cision. The cardinal symptoms of acute appendicitis are a sudden onset 
of pain in the abdomen, usually more or less diffused over the whole abdo- 
men, and in a few hours being more contined to the right side, but often 
varying in location as the appendix or its disease focus may be some 
distance from Me. Burney’s point. This onset is often followed by nausea 
and vomiting. | have found the end of the appendix perforated, and on 
the side of the umbilicus, and in other cases, | have found it under the right 
border of the liver. The conditions that are often mistaken for acute ap- 
pendicitis are renal colic, intestinal colic, intestinal ulcers, hepatie colic, and 
diseases of the gall bladder. Intussusceptions and = other — obstructions 
may closely resemble acute appendicitis, as they often have a sudden onset 


With severe coliey pain, vomiting and collapse. An illustrative case. 


I had recently brought to me a ten vear old boy who suffered from acute 
volvulus of possibly traumatic origin, and who had been treated for appen- 
dicitis with all kinds of purgatives for two days. Tle had been taken sud- 
denly ill with severe pain in lower abdomen and vomiting, which occurred 
every few minutes. !lis pulse was rapid and temperature sub-normal. Ile 
Was In the Sanitarium 24 hours, his condition gradually growing worse be- 
fore his mother would consent to aun operation. She said she had heard of 
many undergoing operations, but had never heard of a recovery from cone. 
but she finally consented and when the abdomen was opened ino median 
line the peritoneal cavity was filled with a milky fluid, the small intestines 
on the right side were covered with an exudation and bound together by 
adhesions. The caecum was normal and not distended: so then | followed 
the smalll intestines to the seat of trouble, which was a kinking of a loop of 
small bowel; it was so firmly bound together that, in separating the ad- 
hesions, a tear two inches long occurred in the serous coat of the bowels. 
I closed this with fine eat-gut, separated all adhesions, wiped out the cavity 
With gauze sponges, made a stab cigarette-drain in the side over the seat of 
trouble, closed the incision, washed out the stomach, put the patient to bed 
in the Fowler position, and started the Murphy drip, giving one-half pint 
normal salt solution each hour for the first four hours; afterwards continuing 
it. but not so fast. The patient continued vomiting dark green fluid at inter- 
vals. | washed out the stomach about every 6 hours for 24 hours, and the vom- 
iting lessened after each washing. The last time | got very little of the 
green fluid, and the vomiting ceased altogether. He had great distention 
and considerable pain for the first 48 hours, and a weak, rapid pulse and 
subnormal temperature most of the time, although his temperature reached 
100 a few times. I gave one-half oz. milk magnesia by mouth every three 
hours after vomiting had stopped. The bowels moved on the third day, the 


distention grew less and all symptoms improved. 1 did not give him any 











248 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 





nourishment by mouth until bowels had moved, but used 1 oz. liquid pep- 
tonoids to 8 oz. of normal salt solution about every four hours. There was 
drainage through the cigarette-drains the first 24 hours. The abdominal 
wound suppurated and was slow healing, but the patient made a good re- 
covery. Had I been permitted to operate 24 hours earlier his condition 
would not have been so serious. 


In children we often encounter much more trouble in making a diag- 
nosis than in adults. Acute indigestion, pneumonia, pleurisy and hip 
joint disease are all sometimes mistaken for appendicitis. V. P. Gibney has 
mentioned, in a paper he read on hip-joint disease, several cases that had 
been diagnosed appendicitis. I was called to see a man a few years ago who 
had been taken sick early in the morning with a pain in the right side of 
the abdomen; he had some fever and tenderness over Me. Burney’s point; 
that afternoon he was still a little tender over the appendix, but he had a 
well developed case of pneumonia in lower lobe of right lung which lasted 
a week. He had no more trouble about the appendix. Had I examined his 
lungs carefully on my first visit I would have detected the trouble then. 


Too much stress cannot be put on making an early diagnosis in acute 
appendicitis, as it may mean the saving of the life of your patient. When 
we consider that more lives are lost from this condition than from any other 
acute abdominal disease, we should be always vigilant and careful; if an 
early diagnosis be made, and prompt surgical service secured, recovery is 
almost certain. If in doubt and you are not an experienced surgeon, consult 
one at once, if possible; put yourself in the patient’s place, ask yourself what 
you would do under similar circumstances. Would you be operated on at 
home under bad invironments or would you try to get to a hospital where 
the surroundings would be more favorable. Our duty is to do the best for 
our patients who have put their lives in our hands, and look to us to save 
them. 

Treatment. 


When you are called to a patient who has symptoms of acute appen- 
ricitis, and you are not certain, do not give anything until you can make 
the diagnosis. Opiates will mask the condition and lull you and the patient 
into the idea to wait, which may be fatal. Do not give a purgative, as you 
may have an appendix ready to perforate and the increased distention and 
gas caused by the purgative may cause the rupture and general peritonitis. 
} am sorry to find a good many general practitioners all over the country who 
always try to clear out the bowels the first thing by giving calomel, compound 
cathartic pills or salts, all of which adds fuel to the fire. 


At the present time all the best authorities are agreed on absolute rest 
splinting the bowels as soon as a diagnosis is made. An operation should be 
done at the earliest possible moment. While 9 out of 10 with proper treat- 
ment will recover from the first attack without an operation, you never 
know whether this patient will be the fatal case or not, and you would 















" 
en She 

















JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 249 


not like to take one chance out of ten for your life. Do not wait till morn- 


ing or the next day to see how your patient will be. as you may have a per- 
forated appendix and general peritcnitis when that time arrives. Remem- 
ber if your patient does recover from one attack, nine chances to one, this 
first attack will be followed by others, which usually grow more severe. If 
the first attack is mild and recovered from quickly, the patient will feel 
more certain when another one occurs that he will soon recover from it, and 
he will postpone an operation. If the patient refuses an operation, then, 
the best thing to do is to withhold all medicine and nourishment by mouth, 
if the reetum is full use an ounce of glycerine in eight of water, which will 
cause the rectum to be emptied. Put the patient in the Fowler position, by 
raising the head of the bed 18 inches, arranging pillows under the head 
and body, and a roll against the hips to prevent the patient from slipping 
down in the bed: give just enough morphine hypodermically or by rectum to 
relieve the pain and quiet the bowels. but not to stupefy the patient. Now 
start the normal salt solution by the Murphy drip, which should continue 2 
or 3 hours, and then stop for an hour and then begin again. The elevation 
of the patient’s body prevents the ascending of infection towards the dia- 
phram. The withholding of all food and purgatives helps to splint the 
bowels and assists in walling off the infection near the pelvis. The normal 
salt solutions increases all secretions, reverses the current of lymph in the 
peritoneal lymphatics, so instead of absorption taking place from the peri- 
toneal surface the mouths of the lymphaties pour out fluid, bathing the per- 
itoneum with this free discharge. This treatment gives your patient the 
best chance to tide over an attack. This treatment is still more applicable in 
eases of septic peritonitis from perforated appendicitis, where abcesses have 
formed and are operated on. Keeping the patient in the Fowler position 
and introducing large quantities of normal salt solution in the reetum and, 
in extreme cases, hypodermoclysis of a pint under the breasts will help to 
rally the patient. Murphy has been using this treatment for seven years 
with universally good results. Of his first 40 cases of septic peritonitis 
treated this way, 39 recovered. Dr. R. G. Le Cont states that in the Penn- 
sylvania Hospital they had, previous to adopting this treatment, a mortality 
of from 70 to 80 per cent in septic peritonitis. Dr. A. G. Gerster gives tabu- 
lated statistics of all the cases of diffuse peritonitis of appendicular origin 
treated in Mount Sinai Hospital from 1899 to 1908, which show clearly a 
great decrease in the mortality. In 1899 the mortality was 79 per cent. 
This death rate decreased each year and in 1908 Dr. Gerster’s mortality was 
14 per cent, while he was using the Murphy treatment. Murphy’s mortality 
was only about 4 per cent. Gerster claims this difference is caused by the time 
of operation . In none of Murphy’s cases had more than 40 hours elapsed 
between the perforation and the onset of peritonitis and the operation, and 
some were operated on in three hours, the usual time before operations be- 
ing 22 to 30 hours. Gerster did not get to operate so early—some of his cases 
waited 6 or 7 days. 
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These statistics confirm the conelusion drawn from Murphy's report, 
that, in peritonitis, an early diagnosis and an early operation offer the best 
promise of increasing success. It also demonstrates that a rational treat- 
ment of the far-gone, neglected cases, formerly considered hopeless, will 


succeed in saving a respectable and increasing proportion of patients. 


Discussion. 
Dr. C. S. Bobo, Norman, Oklahoma : 


| certainly enjoyed Dr. Gilereest’s paper. | don’t think there is any 
man more competent to give a paper that can be appreciated by the general 
practitioner than Dr. Gilereest. He has gone over the road and has come 
in contact with all these conditions end has met them in a practical way. 


Ilis paper in dealing with symptoms of appendicitis and pain in the ap- 
pendix—-we all know that it is the function of the general practitioner to 
find out what we have and deal with aecordingly. The first pain is mis- 
leading, and the general practitioner who does not study the conditions 
thoroughly is frequently misled by attaching too much importance to the 
pain. In some cases the pain may be located over MecBurney’s point, but 
many times it is reflex, especially in the child, and is found on the other 
side. That is where the general practitioner must be careful in making a 
diagnosis—in dealing with the child. In many eases of pneumonia in child 
the pain is frequently referred to the stomach—entirely away from the ling 





and away from the seat of the real trouble. And as Dr. Gilereest forcibly 
said, in many cases life is dependent upon the right diagnosis and an early 
diagnosis. 


Dr. G. R. Gordon, Wagoner, Okla. : 


| certainly appreciated the paper and think it a very important sub- 


ject. 


One point | want to emphasize, that is, consulting the patient's inter- 
est. | have seen many cases where the physician from one reason or an- 
other would operate before he really knew what was best for the patient. 
] think we should consider more carefully what is for the interest of the 
patient. 


Dr. W. C. Graves, MeAlester, Okla. : 


| was especially interested in Dr. Gilereest’s paper from a personal ' 
standpoint. Dr. Gilereest was a practitioner of medicine in my home town 





when I was a boy, and was a great friend of my father’s. 


| was therefore interested from that view point and was interested also 1 


in what he had to say with reference to the drip method of normal salt solu t 
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tion. | have seen it used with great success. There is one thing he did not 
vention that | remember he used to use, that is, the ice pack. I would like 
to know if he still uses it. 


i'r. Virgil Berry, Okmulgee, Oklahoma: 


One thing L want to say, we are getting to a better day. We often 
used to run across cases where the patient was practically dying before we 
were allowed to do anything surgically. Now, when we make the diagnosis, 


we advise operation and permission is usually given, 


Norma! salt solution in the bowel of these patients enables us to save 
lives that were formerly lost. However, | do not believe it is important to 
give it by the drop method of Murphy. I fill the bowel full, and after ab- 
sorption, fill it again. The essential thing is to use plenty of it and to have 
it as hot as can be well borne. 


I recently operated on a little girl at Okemah, who had had repeated 
and frequent attacks of appendicitis, and who had drifted into a very grave 
condition by delay. When operated the bowels were bound together by a 
dense mass of adhesions. The appendix was deeply situated, posterior type, 
and very difficult of removal, necessitating a long, tedious operation. Shock 
was considerable, and her life was saved by the use of hot saline solution 
in the bowel. 





We feel sure that these cases are often saved by this method and that 
they were fermerly lost before the introduction of the method by Murphy. 
Ilowever, I am of the opinion that in some cases, especially in shock, the fill- 
ing of the bowel with several pints of the hot solution is superior to the 
drop method of Murphy. 


When you diagnose appendicitis and don’t want to operate, keep the 
patient quiet and don’t feed him. I think many deaths have been brought 
about my feeding patients and the use of purgatives. Rest is essential. Don’t 
feed patient. I think every case of appendicitis is operable. 


Dr. Tilley, Muskogee, Oklahoma: 


I think the doctor from Texas gave us a most excellent paper, and | 
fully concur in his ideas and believe that appendicitis has come to stay. | 
heard a rather radical paper recently in which it was stated that the uly 
way to do away with appendicitis was to operate on the newly born ind 
breed it out. 





I must confess that I am surprised that a gentleman should say tha the 
larger per cent of cases would get well without operation. I don’t believe 
the day will ever come when we shall cease operating for appendicitis, or 
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when we should cease. There is no man who can tell which kind of cases 
are going to prove serious and which are not. 


The gentemen who preceded me said, ‘‘ Anybody can do an operation ‘or 
appendicitis."’ 1 take issue with him. I don’t believe that everybody can 
do an operation for appendicitis. 


| have operated on more than sixty cases in the past fifteen months--- 
not always for that alone, but | have removed the appendix. Sometimes 
there was nothing the matter with the appendix, but L was in there and 
simply removed it while | had the opportunity, to avoid future trouble. I 
think there are two dangerous classes of physicians. One is the «lass that 
always advise an operation for appendicitis when ever a man, woman or 
child has a pain in the abdomen; and the other class is one that fails to 
realize when an operation is absolutely necessary. The doctor who always 
advocates an operation when a man has a pain in the abdomen, regardless of 
its exact location and nature, is to be avoided, but if a man has an appen- 
dix that is going to form pus it better be out. 


As to the matter of hot and cold applications, I don’t take much stock 
in them. 


Personally, | believe if a patient is in good condition that the appendix 
should be removed as soon as you know they have appendicitis, whether or 
not they have pus. This thing of waiting to see whether or not they have 
pus is a good deal like the idea of the old army surgeon. He thought if a 
man was wounded that there should be pus and the wound should take time 
to heal. If it did not have pus and healed quickly, he was scared. 1 think 
there is as much sense in that as in waiting today to see whether or not pus 
forms when you know a patient has appendicitis. No man can tell whether 
there is an appendix that will kill a man or not, so I say, why leave it in 
there? 


As to the diagnosis of appendicitis, it is not always an easy matter. 
I found an appendix recently on the left side. 


I think Dr. Gilcreest’s paper is most excellent, and I thank him for it. 


Dr. Breese, Henryetta, Oklahoma: 


I want five minutes to talk from the standpoint of the general prac- 
titioner from a backwoods town. 


| can see no reason why the general practitioner should not be as good a 
diagnostician as the general surgeon. I think that in these cases if you find 
pus they should be operated on. | never operated on one in my life, but if 
J had a case that was operable | got it to some one who could operate and 
every case has recovered. 
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But there are a large number of cases which can be cured with castor 


«| and enemata—these are not appendicitis. 


Some time ago I was called to see a young woman who jumped from a 
poreh, sustained an injury, pain set in and the trouble was diagnosed as 
evaritis by the attending physician, but she grew worse, and after two or 
three weeks I was called and diagnosed appendicitis. She was operated on, 
hut it was just a week too late. Gentlemen, it is diagnosis the general phy- 
sician needs—if he can give this, he will save his patient. 


Dr. Gilcreest, closing : 


I thank you very much for the liberal discussion of this paper. The 
veneral practitioner is, as | said, the man who comes into contact with the 
yiajority of cases. If he can diagnose the case quickly, he can do the patient 
very much good. If the case requires operation and the doctor is not a 


surgeon, get it to some one who can operate. 


| don’t agree with the man who says that nine out of ten cases operated 
on need not be. 1 think if diagnosis for appendicitis is made, the operation 
should be done almost immediately. There ought not to be one-half of one 
per cent of the cases lost when the trouble is confined to the appendix. My 
experience is, gentlemen, that the mortality is much larger in the cases that 
are treated by medicine at first and wait for the more serious developments 
hefore resorting to operation, than in those that are operated early. If a 
child is to be operated on, it should be done very early as infection seems 
to spread more rapidly in children than in older persons. 


It is often best, in isolated cases in the country, where the general prac- 
titioner has no facilities and cannot get a surgeon in time, to resort to the 
treatment outlined in paper. Nine out of ten cases will tide over the first 
attack and then a surgeon can be gotten. Many times, if the treatment is 
commenced early, and the patient kept in Fowler’s position, and all these 
things are done, the patient will die when an early operation would have 
saved him. 


| thank vou. 
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MANAGEMENT OF NORMAL LABOR. 
Dr. G. W. Graves, Hitchita, Okla. 


In order to properly manage a case of normal labor the obstetrician must 
first understand the normal mechanism of labor, In order to guard against 
any departure from the normal course. 


Granted that the young follower of Hippocrates has sufficiently schooled 
himself in the natural processes that have brought so many frail pieces of 
humanity to the light of day, we will imagine him with fast beating heart 
and many misgivings, hurriedly proceeding to receive his baptism in the 
obstetrical art. 


Upon entering the lying-in chamber he greets all with as much compos- 
ure as possible, deposits his bags and baggage in the most suitable place and 
in a quiet manner asks after the general health of the patient. Time of ces- 
sation of menses: number of children previously born, character of previous 
labors, ete. 


If he has used the time well he has probably gained the desired informa- 
tion and the confidence of his patient at once and the same time, then he 
should after assuring himself that his hands are sufficiently warm as to not 
be uncomfortable to the patient proceed to make an external examination of 
the abdomen, determining by palpitation, the position in which the child is 
lying, in this the location of the foetal heart by the aid of the stethoscope 
will often be an advantage. At this time it is well to examine the woman’s 
heart also, in order to get an idea as to the safety of inducing complete anes- 
thesia should necessity arise. 


Then he has the nurse to provide a basin of warm water, towels, etc.. 
and he proceeds to as nearly sterilize his hands as possible, for this pur- 
pose I believe a thorough scrubbing with green soap and hot water followed 
by alcohol is as good as anything. 


While the physician is cleansing his hands, it is well to have the nurse 
scrub the external genitalia, thighs and buttocks with a 1-1000 solution of 
bichloride. The obstetrician then takes his seat at the bedside and informs 
his patient that it is necessary to further examine her, and after instructing 
her to assume the porper position, i. e. flat on her back near edge of bed 
with the knees flexed, he introduces his hands beneath the bedclothing, 
carefully avoiding letting his right hand touch anyhing until he has with his 
left hand separated the labia, then he introduces his index finger and deter- 
mines, first the condition of the perinaeum. The amount of vaginal secretion, 
whether or not the rectum is loaded with feces. The length of the vagina. 
The condition of the cervix as to dilatation, also as to the thickness of the rim 
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o! the cervix. .At the same time he may by examining the foetal head deter- 
».ine is just what position the head is entering the superior strait; vet 
with an experience of nearly five hundred cases | confess that | am often 
unable to satisfy myself in what position the head is lying. He will also try 
ty get a fair estimate of amount of space afforded by the pelvic outlet; if 
he tinds no deformity and the promontory of the sacrum is out, or nearly 
out of reach of the index finger of ordinary length he may rest fairly easy 
as to the outlet being ample to accommodate the advancing head. 


If he has found the rectum to be loaded with feces he should instruct 
the nurse to administer an enema of warm, soapy water. 


If he has so far found everything normal he assures his patient that all 
is well and there is no cause for alarm, at the same time he may give the pa- 
ticnt such information as he sees fit as to the length of time that will prob- 
aoly elapse before the labor is completed, always giving himself plenty of 
ieeway in ease of unforeseen delay. Now comes the hardest part of the busy 
doctor's work, WAITING. However, it is well to remember that OLD 
MOTHER NATURE is the kindest and most effective factor in accouchment, 
aud delivery by her methods is the ideal delivery. 


The physician should make hourly examinations to determine the pro- 
vress of the labor. If the os is thick and resistant and pains are severe in- 
halations of chloroform will give quite a little relief. For administration 
ef chloroform I use a special inhaler (exibits same) allowing the woman to 
use her own pleasure as to how long and how often to inhale, since the inhaler 
drops from her hand as soon as she becomes unconscious and the first breath 
of air restores consciousness. And the chloroform not only relieves the pain, 
but also makes it possible for her to refrain from bearing down, which at 
this stage only exhausts her strength, without forwarding the progress of 
the labor. 


As soon as full dilatation of the cervix is obtained the membranes should 
be ruptured by pressure made near the rim of the cervix with some blunt 
instrument during a pain. The reason for this precaution is to avoid a sud- 
cen outpouring of the waters and probably bringing down of the cord allow- 
ing it to become wedged between the descending head and the pelvie wall, 
thereby endangering the child’s life. 


Management of the second stage of labor requires considerable tact on 
the part of the attendant, from time to time he examines his patient and 
notes progress made, if progress is extremely slow and the pains are weak 
a large dose of quinine (15 grs.) will sometimes stimulate them to a satis- 
factory degree. 


Quite often when progress is slow a change of posture on the part of the 
patient increases the force of the pains and helps the little passenger along 
on his voyage to an untried world. 


During the second stage the woman is instructed to take a full breath 
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and bear down when a pain comes on, and | have considerable trouble in get 
ting them to do this, yet it is worth while to try as it is a means of short 
ening the labor. 


As the head advances, the attendant should push back the folds of th: 
superior vaginal wall that collect between the oncoming head and the sym 


phisis pubis, since pressure exerted en the tissues for an hour or two ma) 


cause sloughing of the tissues allowing infection to enter, thereby causing 


a long drawn out lying-in period, whereas it might have been shorter. 


The next important step for the physician is preservation of the perin- 
acum. | suppose there are almost as many methods as there is obstetricians 
My usual method is when the head begins to bulge the perinaeum | make 
light pressure with the palm of the hand against the bulging tissue. When 
the occiput is protruding through the valva | try to foree the head upward 
toward the symphysis pubis by making pressure with two or three fingers 
of the right hand, the tips of the fingers just in front of the tip of the coceyx 
the palm supporting and lifting up the perineal body. | believe this method 
will save as many tears as any, but sometimes rupture will occur in spite of 
our best efforts, and I wish to here express myself as having no patience with 
the ostetrician who so blandly tells us that in several hundred deliveries 
he has not had any lacerations of sufficient severity to necessitate repair. He 
simply is too careless to examine and find them. 


It is a common error among young physicians to think when the head 
is safely through the vulva all danger of laceration is over, such is not the 
case by any means, as I have found that as many lacerations occur from the 
passage of the shoulders as the head. 


If I find there is imminent danger of laceration of the perinaeum I try 
to produce complete surgical anesthesia, and now I do not depend on the 
inhaler previously spoken of but use a mask and drop bottle. This will 
usually cause the pains to cease for a short time and give a chance to work 
the head and shoulders through, while the tissues are relaxed between pains, 

If the patient is not anesthetised the force of the pains may be diminish- 
ed and delivery delayed by making backward pressure on the head and 
having the woman open her mouth and breathe while the pain is on. In this 
manner a little time may be gained and the tissues allowed to stretch a lit- 
tle more and a severe perineal rent be avoided. 


After the head is expelled, the infant’s eyes, nose and mouth should 
be cleansed of mucus, if the umbilical cord is wrapped around the child’s 
neck it should be removed by slipping the coils over the child’s head if this 
can be done, if not the cord may sometimes be loosened sufficiently to allow 
the child’s body to pass through the coils; failing in this, the cord should be 
ligated in two places about an inch apart and severed between the ligatures 
when the free ends may be unwound and delivery quickly completed by 
manual effort. 
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Next comes the delivery of the shoulders, and the perinaeum should be 
euarded by placing the palm of the hand across the perinaeum the radial 
border pressing upward on the shoulders and the body of the child, a!lowing 
it to glide out over the edge of the hand, rather than over the pertnaeum., 

After the child is delivered the next step is severing the cord, a simple 
; roceedure within itself, but one of great moment to the frail little being 
so lately ushered into strange surroundings. 


There is great difference of opinion as to the propriety of early or late 
ligation of the cord. Personally, 1 believe there is a decided a ivautage in 
late ligation, for when the cord is allowed to remain intact until pulsations 
Lave almost or entirely ceased, the child will have obtained two or three 
cunces more blood than when ligated early, and taking into consideration 
ihe faet that the average infant has only about six ounces of blood in its 
vessels, we can readily see the disadvantage of robbing it of two or three 


ounces, 


After pulsations have grown weak or ceased entirely. | place a strong 
artery forcep about half an inch from the margin and another half an inch 
further away than the first and sever the cord between. The cord is after- 
ward tied with aseptie tape in the depression made by the forceps; this is 
done after the baby has had his bath. Then I dust the stump thickly with 
antiseptic powder, wrap it in aseptie gauze and apply adhesive plaster 
binder. 


The third stage consists of delivery of the placenta and retraction of 
the uterus. It is my practice to follow the expulsion of the child down 
with the left hand on the fundus of the uterus grasping and kneeding the 
uterus from time to time as indicated by a relaxing of its walls, when after- 
pains begin I grasp the fundus and make pressure downward and in axis of 
the pelvic canal simultaneous with the pain, at the same time making slight 
traction on the cord. I make traction on the cord in the face of adverse teach- 
ings of many authors vet believe 90 per cent of the placentaes delivered by 
obstetricians get some traction on the cord. 


1 give ergot to very few women. The time-honored custom of giving 
every woman a teaspoonful of ergot as soon as her baby is born to prevent 
uterine hemorrhage is a farce, because the hemorrhage is checked or the 
woman is a corpse before the ergot takes effect. When you have hemor- 
rhage and do not feel that you can do your whole duty to your patient with- 
out giving ergot don’t fool with the f. e. but give some of the hypodermic 
preparation and remember that it has to be repeated in thirty or forty minutes 
to maintain effect. 


Knead the uterus to expel clots, maintain contraction and prevent hemor- 
rhage. 


Clean up the woman. Clean up the bed. Clean up everything and 
keep it clean. Put on a snug abdominal binder and keep it snug. Tell your 
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patient to turn on either side she chooses, get out of bed to empty her 
bowels and bladder, assume the semi-sitting posture for half an hour two or 
three times a day, and eat plenty of good, nourishing, easily-digested food. 


I want to sound a note of warning in regard to the use of the much 
lauded preparation, H. M. C. in obstetrics; it is dangerous to the child to 
give the mother any form of opium in full doses an hour or so before deliv- 
ery. I have as little use for H. M. C. in obstetries as I have for the bunch 
of commercial sharps who exploited it. 


These rambling remarks are not intended to be taken as an ironclad 
rule to go by; every case is a law unto itself, the suecessful obstetrician is 
alert, resourceful, able to adapt himself to surrounding conditions and cir 
cumstances, seize opportunities, and cope with any emergency that arises. 
Hichita, Oklahoma, September 10th, 1911. 
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THE PREVENTION OF POST-OPERATIVE PAIN AND SHOCK. 


Leigh F. Watson, M. D., Oklahoma City. 
Lecturer in Operative Surgery at the University Medical Sch :ol. 


Following the teachings of Wyeth, Bodine, Wells and others, the im- 
portance of gentleness in operating with careful handling of ‘issues ard 
nerves has become generally recognized. 


In the domain of cerebral surgery these principles have been elaborated 
and developed to a high degree by Cushing. 


While we are very careful to leave nothing undone that will promote 
post operative comfort and hasten the convalescence of our laparotomy 
patients, we often lose sight of the fact that much of the pain is unneces- 
sary and should have been prevented and convalescence shortened. 


Next in importance to the selection of the proper anesthetic is the 
adoption of a technic that will assure the patient the greatest degree of 
safety and post operative comfort. 


Because it is impossible to eliminate the occasional unpleasant sequelae 
and the danger to life of general anesthesia in the aged and thee of low re- 
sistance from disease, local anesthesia is to be recommended for the majority 
of operations in surgery. 


Patients operated on under loca! anesthesia invariably suffer less post 
operative discomfort than similar cases receiving general narcosis. 


The local anesthesia patient also suffers less frequently from flatulence 
because the operation is performed with less trauma to the visceral peri- 
toneum. 


Reclus states that twenty-five per cent. of the patients in the hospitals 
of Paris that received local anesthesia slept the first night following epera- 
tion while only seventeen per cent of those anesthetized with chloroform 
slept the first night. 


The local anesthesia practically disappears within one to two hours 
so it cannot be due to a latent effect of the cocaine, usually one-fourth to one 
grain is all that is required for the most difficult operation and as this is 
ordinarily distributed over a period of one to two hours the sensibility is 
often present soon after the completion of the operation. 


It is probable that the gentler handling of the tissues in Reclus’ cocaine 
anesthesia cases was largely responsible for the comfort of these patie 1‘s. 


Workers in the field of local anesthesia have confirmed the oservatioas 
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of Lennander that the skin, nerve trunks, periosteum and parietal peri- 
toneum are highly sensitive to pain and blood vessels slightly sensitive; 
while the abdominal, thoracic and pelvic viscerae, bone stubstanee, bone mar- 
row, cartilages and tendons are insensitive to heat, cold, pain aid pressure 
both in health and disease. 


Experience has taught the local anesthesia operator jo aiways liandle 
the sensitive areas with gentleness and avoid all unnecessary dissection 


and swabbing of the tissues. 


The importance of careful retraction is very often overlooked, under 
local anesthesia the patient will tell you when the traction is too strong. 
The disregard of this preeaution with excessive bruising and destruction of 
the delicate muscular and epithelial cells under general narcosis uwndoubt- 
edly accounts for the occasional failure to secure primary union. 


Bodine was one of the first surgeons to emphasize the importance of 
handling tissues with thumb forceps to minimize trauma and thereby lessen 
the liability to infection. 


Patients operated cn under local anesthesia state that sharp dissection 
is painless, while blunt dissection with its extensive trauma is extremely 


painful. 


When the local anesthesia technic is applied to operations under general 
narcosis the patient suffers less pain, convalescence is more comfortable and 
primary union more frequent. 


The division of nerve trunks with or without general anesthesia is at- 
tended with shock while the same nerve cocainized can be severed without 
the slightest degree of shock. 


The infliction of trauma on all structures containing nerve filaments 
produces shock, the degree depending upon the severity of the trauma, size 
and number of nerves involved. 


When operating under local anesthesia undue traction or the slipping 
of retractors in contact with parietal peritoneum produces pain. The same 
retractor held still and without excessive traction will not cause the slight- 
est discomfort. 


The inclusion of nerves in suturing will often cause pain in wounds 
that heal by primary union, the pain usually persists with varying intensity 
until the absorption of the suture or degeneration of the nerve. 


The preservation of the nerve trunks of the anterior abdominal wall 
lessens the occurrence of hernia following laparotomy. Recently it has 
been demonstrated that nerve preservation plays an important part in seeur- 
ing primary union and the prevention of suppuration. 


The posterior parietal peritoneum is only silghtly sensitive to pain as 
compared to the anterior parietal peritoneum which is acutely sensitive. 
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{ter opening the abdomen and cocainizing the anterior parietal peritoneum 
| have palpated the uterus, ovaries and tubes and rubbed the posterior pari- 
cial peritoneum with a dry gauze sponge without causing the patient pain 


or discomfort. 


Because of the sensibility of the anterior parietal peritoneum to pain 
and the epigastric discomfort that follows traction on the mesenteries sur- 
geons employing local anesthesia avoid all unnecessary handling of the in- 
testines and omit the use of abdominal pads whenever possible. 


No matter how carefully the pads are placed in contact with the intes- 
tines they invariably produce a certain amount of trauma, the degree of 
which is shown by the increased redness of the serosa. 


The post operative pain following laparotomy is proportional to the 
handling and trauma of the abdominal viscera. 


Unless contraindicated, the use of the extreme Trendelenberg position 
is advocated. This obviates the necessity of employing gauze pads to force 
the intestines out of the field of operation. 


If the use of pads is essential they should be wrung out of hot normal 
saline solution and care exercised that they do not rub or irritate the pecri- 
toneum when introduced or removed. 


When the use of abdominal pads is necessary the intestines should 4rst 





be pushed well back from the field of operation with a rubber tipped int.s- 
' tinal forceps. 


The pad should be placed so that it will be in contact with the smallest 
possible amount of visceral and parietal peritoneum, avoiding irritation of 
the delicate serosa as much as possible. Pads should not ordinarily be used 
unless pus is present. 


The most logical solution of the skin sterilization problem is to compit2- 
ly exclude it from the operative field. 


As soon as the skin is incised, a towel is placed on each side of the in- 
cision and held in contact with the skin edges by a skin clip at the upper 
and lower extremity of the wound. 


; 

1 The skin edges of the incision are covered with moist gauze compresses 
before the muscles are incised and the peritoneum opened. 

I Blood clots forming during the opening or closure of the abdomen and 

. In operations on the head are best removed by allowing saline solution to 


drip from a saturated gauze sponge until the clot floats out of the wound. 
In head surgery Cushing advocates the use of cotton instead of gauze for 
sponging. 


611 Coleord Building. 
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EDITORIAL 
TRACHOMA AND OUR PUBLIC CHARGES. 


The physical inspection and investigation of the inmates of our state 
institutions now being conducted by the State Commissioner of Health has 
revealed a rather remarkable condition of affairs; one not warranted by pres- 
ent day knowledge of the infectiousness and danger of certain diseases ; espec- 
ially is this true of trachoma. 


At Pryor a very large percentage were infected and the danger of such 
infection in an orphan home should only be known to at once cause some 
steps to be taken for its control. 


Dr. Daniel W. White, the trachoma expert of the United States Indian 
Service, has stated that 48 per cent of the school children of Pawnee were 
effected by trachoma and this statement, if true, excuses in some measure 
the condition in our state schools, does not excuse it either, but warrants it 
by contrast. 


He found in his investigations that 50 to 80 per cent of the Indian in- 
mates of the different schools were affected in some degree with the disease 
and that forty out of seventy negro children had trachoma; this statement 
he considered as being significant from the fact that it is held by some author- 
ities that the negro race is practically immune to trachoma. 


At all events the condition confronts us and should be immediately met 
in order to limit to the smallest degree the damage liable to follow an un- 
treated and unchecked disease of this character and some effort should be 
made to have a systematic course of preventative action taken to correct the 
evil. To the ignorant and careless layman ‘‘sore eyes’’ do not amount to 
much, probably he had them and then his father before him and to such 
people an effort to control the trouble seems misplaced, but it is to just this 
class of people as a rule the effort for control and eradication must be 
directed. 


The report of the investigations will probably cause some concerted ac- 
tion to be taken by the authorities in thismatter. 
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CITY HOSPITAL VERSUS PUBLIC LIBRARY. 


The report of the City Commissioners of Muskogee for the month of 
August, published October 19th, shows that approximately $1,400.00 was ex- 
pended for various purpose for support of the City hospital and that more 
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than $700.00 or a little more than one-half of the hopsital expense was re- 
cuired to operate the City Library. It was also noted in medical circles of 
the city about this time that there was considerable criticism of the hospital 
for alleged extravagance and it was said that the Mayor had announced that 
unless the hospital could pay expenses it would be closed so far as the city 


was concerned. 


Well, this is at least an aggravating condition; nothing said about clos- 
ing a library, which is known throughout the financial world as a heavy 
dividend payer, but the hospital which collected during this time approxi- 
mately its own running expenses besides treating and caring for the city’s 
patients to the extent of $1,100.00 is threatened with disaster because of the 
heavy drain it makes on the public treasury. 


It is not explained just how a monthly expense of $700.00 for the library 
is calmly looked upon as being the proper thing and a small deficit tm the 
hospital budget becomes a matter of so much worry; it is true that the 
amounts allowed by the Excise Board for operating expenses of the differ- 
ent departments, were in some instances, utterly inadequate to meet the ae- 
tual needs of the situation, while comparatively, if economy was the object, 
the amount set aside for the library was entirely too much and out of pro- 
portion to the amounts set aside for other purposes. 


Criticisms of this character are certainly out of place, not warranted 
by an investigation of the true conditions, and, if made in good faith after 
an investigation of conditions, cannot possibly be considered as anything 
but narrowness and partiality. 
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PERSONAL AND GENERAL NEWS 


Dr. D. Armstrong, Secretary of Bryan County Medical Society, spent a 
few weeks of October with the Mayo Brothers. 

Dr. L. M. Sackett of Oklahoma City is attending the New York Poly- 
clinic. He will be away from the state three months. 

Dr. A. W. White, Oklahoma City, spent a part of October in the Chicago 
Clinies. 

It is announced that Dr. C. J. Fishman has been appointed to succeed 
Dr. C. E. Lee in the Departnfent of Pathology of the State School of Medi- 
¢ine and Dr. Edward F. Davis assumes the position oceupied by Drs. L. 
Haynes Buxton and H. Coulter Todd in the Eye, Ear, Nose and Throat 
Department. 

The State School of Medicine have closed an arrangement by which they 
secure control of the Rolater Hospital for a term of years. The hospital is 
now being enlarged to accommodate the added ealls on its capacity and will 
be fully equipped by January first. 

The Ardmore Sanitarium, a new institution, made its debut under the 
auspices of the Carter County Medical Society October 10th. This institution 
starts out under most favorable circumstances and has the good wishes not 
only of the local profession, but of the state wide profession as well. 

The private sanitarium of Dr. John W. Duke, Guthrie, has moved into 
new and larger quarters, indicative of an increasing prosperity and success. 
The patronage of this institution has steadily increased during the last few 
years and the recent move will be a matter of congratulation to its many 
friends. 

The Gainesville Sanitarium held its graduating exercises for the School 
for Nurses Tuesday evening, October 10th. The graduates were Misses Annic 
Perkins, Rose Cross and Sophie Brogan. 

The State Board of Medical Examiners, after a hearing during the Mus- 
kogee meeting, revoked the license of Dr. S. K. Williams of Muskogee for un- 
professional conduct in performing ae criminal operation. A similar charge 
was made against Dr. Williams just prior to and after statehood in an at- 
tempt to refuse him re-registration, but the charges were found to be inopera- 
tive on legal and technical grounds and the merits were not investigated. 





o. 
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THE MEDICAL ASSOCIATION OF THE SOUTHWEST. 


The sixth annual meeting of this association was held in Oklahoma City 
October 10-12. 
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From a scientific stndpoint the meeting was one of the most successful 


yet held, surpassing by far in interest and quality of its productions any so 
tar held. The attendance was far short of what should be in a meeting of 
the high class this is, and this is a matter of general regret, for no one in 
reach should miss these sessions or can miss them without being loser thereby. 

The preliminary meeting was called to order by the President, Dr. L. M. 
Perry of Parsons, Kansas, and after the transaction of necessary business 
met in general session at the Masonic Temple, this meeting was called to 
order by the Chairman of the Committee on Arrangements, Dr. E. S. Lain, 
Cklahoma City, and after the usual addresses of weleome and responses the 
President delivered an annual address on the ‘‘Management of the Nervous 
Child.’’ 

Among the papers read at the meeting were the following: 

Uleer of the Stomach and Duodenum, Dr. C. B. Hardin, Kansas City. 


Surgery of the Gall Bladder and Ducts in Relation to Chronie Panere- 
atitis, A. L. Blesh, Oklahoma City. 


Oecular Complications in Hysteria, L. Haynes Buxton, Oklahoma City. 
Do You Do Your Duty in the Obstetrical Chamber- D. A. Myers, Lawton. 


The Uses and Abuses of the Stomach Pump as a Therapeutie Agent, W. 
A. Woods, Hubbard, Texas. 


Arterio Sclerosis, E. W. Boardman, Parsons, Kansas. 


Report of a Case Relieved by Intestinal Puncture, Leroy Long, McAlester. 


Topeka. 
The Therapy of Digitalis, Chas. W. Fisk, Kingfisher. 


Recent Advances in the Diagnosis and Treatment of Syphilis, Wm. Frick, 
Kansas City. 


Retro-Cecal Appendicitis, J. N. Jackson, Kansas City. 

Intestinal Stasis, J. F. Binnie, Kansas City. 

Incisions, John G. Sheldon, Kansas City. 

Detached Retina, Its Surgical Treatment, G. W. Maser, Parsons. 
Glaucoma, Edward H. Carey, Dallas. 

The Conjunctival Flap, the Indications and Methods, R. H. T. Mann. 


Deformities of the Nasal Septum and Their Treatment, D. D. McHenry, 
Oklahoma City. 


Trifacial Reflexes, A. H. Andrews, Chicago. 
Pellagra, R. M. Grimm, Assistant Surgeon, U. S. M. H. S. 


High Frequency Current in Chronic Urethral Affections, W. T. Woottan, 
Hot Springs. 


What Shall We Do to Be Saved, A. B. Leeds, Chickasha. 
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The Larger Art of the General Practitioner, A. 5. Risser, Blackwell. 

Bromo-Delirium, 8. Grover Burnett, Kansas City. 

Report of a Case Relieved by intestinal Puncture, Leroy Long, McAlester. 

Abdominal Drainage, Chas. Blickensderfer, Shawnee. 

Significance of Pain in the Upper Abdomen, A. W. MeArthur, Kansas 
City. 

Practice of Surgery in Mexico and United States, L. H. Huffman, Hobart. 

Total or Subtotal Hysterectomy, H. C. Crowell, Kansas City. 

My Method of Treating Uterine Displacements, Frances A. Harper, Pitts- 
burg, Kansas. 

Inguinai Hernia, A. C. Scott, Temple, Texas. 

The Treatment of Trachoma, H. Moulton, Ft. Smith, Ark. 

Dacryo-Cystitis and the Tear Sac Operation, Edward F. Davis, Okla- 
homa City. 

Hypopion Uleer from Disease of the Tear Sac, J. H. Barnes, Enid. 

Pellagra, a Clinie by Leila H. Andrews, Oklahoma City. 

Treatment of Pellagra, E. H. Martin, Hot Springs. 

Dermatoligical Phases of Pellagra, E. 8. Lain, Oklahoma City. 

An Interesting Case of Cerebro-Spinal Meningitis, W. L. Allison, Ft. 
Worth. 

Osteomyelitis, J. E. Oldham, Wichita. 

Treatment of Sequellae of Polimyelitis, J. D. Griffith, Kansas City. 

Cancer and Its Treatment, W. L. Kendall, Enid. 

Septic Infection, W. J. Jolly, Oklahoma City. 

Differential Diagnosis of Disease Causing Gastric Distrubances, W. E. 
Dicken, Oklahoma City. 

Postoperative Tonsillar Hemorhage, J. E. Sawtelle, Kansas City. 

Tonsilar Adenoids, D. L. Shumate, Kansas City. 

The following Nominating Committee was elected: 

Missouri—F. B. Tiffany, C. C. Conover, S. G. Burnett, G. W. Robinson, 
S. C. James. 
Jarrett. 

Texas—J. M. Inge, W. A. Wood, W. H. Freeman, F. D. Boyd, E. H. 
Carey. 

Arkansas—T. E. Holland, E. H. Martin, W. T. Martin, W. T. Wooton, 
F. B. Young, J. M. Griffin. 
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Oklahoma—C. W. Fisk, D. A. Mvers, J. H Seott, W. E. Dicken, 
Buxton. 

Section Chairmen: 

Medicine, W. T. Wooton, Hot Springs. 

Surgery, Bacon Saunders, Ft. Worth. 

Eye, Ear, Nose and Throat, H. Moulton, Ft. Smith. 

Executive Committee: 

Missouri, C. W. Fassett, St. Joseph. 

Kansas, J. D. Riddell, Enterprise. 

Oklahoma, D. A. Myers, Lawton. 

Texas, Bacon Saunders, Ft. Worth. 

Arkansas, E. H. Martin, Hot Springs. 

The officers: 

Phesident, A. L. Blesh, Oklahoma City. 


Vice Presidents, F. B. Young, Springdale, Ark.; G. W. Robinson, Kan-« 
sas City, Mo.; W. H. Freeman, Lockney, Tex.; W. S. Lindsay, Topeka, Kans. 


Secretary-Treasurer, F. H. Clark, El Reno, Okla. 


The visiting ladies were most agreeably entertained by the ladies of 
Oklahoma City under the chairmanship of Dr. Leila H. Andrews, their en- 
tertainment comprising banquets, automobile rides, luncheon at the Country 
Club and the theatre. 


The general banquet was held in the Skirvin Hotel and tke toasts and 
feasting was in keeping with the other phases of the mecting. 


The financial report of the secretary shows the organization in good 
condition. Hot Springs was selected as the meeting place for 1912. 
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THE CHOICE OF AN ANTITOXIN. 


No therapeutic agent which the physician uses today needs to be selected 
with greater care than the serums. These products must not only be in- 
dividually specitic, produced from specific germs or their toxins, but they 
must be pure—elaborated in the blood of perfectly healthy animals. The 
preparation of prophylactic and curative serums should never be intrusted 
to the inexperienced or to those who are hampered by lack of facilities. In 
choosing an antitoxin the practitioner should consider only serums of known 
reliability—products into which no element of conjecture enters. His own 
interests and those of his patient demand this. 


With reference to diphtheria antitoxin it is noted that Parke, Davis & 
Co., in their current announcements to the medical profession, feature both 
the ‘‘serum,’’ which they have produced unchanged for many years, and 
the newer ‘‘globulins,’’ the two products being presented apparently upon 
even terms, without favor or prejudice to either. In explanation of this 
the manufacturers point to a division of sentiment on the part of practi- 
tioners, some of whom indicate a preference for the older serum, while 
others favor the globulins. In point of efficiency the two products stand 
upon an equal footing, each being of definite antitoxiec strength. Having no 
desire to influence the judgment of physicians, and in line with their well- 
established policy to meet the wants of the profession, Parke, Davis & Co. 
announee that they will continue to furnish both. 
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BOOK REVIEWS 
DISEASES OF INFANTS AND CHELOLEN 
The New (3rd) Edition, Revised. 


A Manual of Diseases of Infants and Children, by Jolin Ruhrah, M. D., 
(‘linical Professor of Diseases of Children, College of Physicians and Sur- 
veons, Baltimore. Third Revised Edition. 1J2mo volmume of of 4 pages, fully 
illustrated. Philadelphia and London: W. BL SAUNDERS COMPANY, 1911, 


Flexible leather, $2.50 net. 


In this work the author has endeavored to condense his subject into a 
small and readily acessible volume end has succeeded admirably in arrang- 
ing it along these lines. The size makes it of great convenience to the gen>»ral 
practitioner and student and the text arrangement and illustrations are aand 
in hand; the illustrations are very good and there are enough to meke ihe 


subjects thoroughly understood. 


A work of this character is necessarily limited, but in condensing it 
nothing pertient is omitted and the reader will find it most valuable as a ready 
and reliable reference on the subject of children’s diseases. 


Among its noticeable features are chapters on examination of sick chil- 
dren, which chapter is thorough and complete, several chapters illustrated 
in color on the contagious and infectious diseases and a good eXposition on 
the therapeutics of infants and children which contains a table of dosage for 


infants. 


A TEXT-BOOK OF MEDICAL DIAGNOSIS. 


A Text-Book of Medical Diagnosis. By James M. Anders, M. D.. Pro- 
fessor of the Theory and Practice of Medicine and of Clinical Medicine, and 
Napoleon Boston, M. D., Adjunct Professor of Medicine, Medico-Chirurgical 
College, Viniladelphia. Octavo of 1195 pages, with 448 illustrations, 17 in 
colors. Philadelphia and London: W. B. Saunders Company, 1911. Cloth, 
$6.00 net: Half Moroceo, $7.50 net. 


This valuable work is the result of solicitation on the part of th» many 
professional friends and students of the authors to prepare a work on medi- 
cal diagnosis conforming to the ideas and teachings as advaneed by them. 

As such it goes into very minute detail, but not to the extent of making 
the work ponderous and unwieldly. 


The work is well illustrated and contains many charts, diagrams and a 
considerable number of plates in color. 
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The differentiation of disease is ably entered into, much space is devoted 
to general considerations of diagnosis, the application of blood pressure de- 
termining instruments and the results of the findings is given. 


More space is given, as would be expected in such a work, to the dis- 
seases of the nervous system and this portion is finely illustrated to accom- 
pany the text. One class of the illustrations bearing on the consideratim 
of nervous diseases is a series of plates of the moving picture type, show 
ing the posture of the patient in the different movements of locomotion: 
this being a unique phase of book-making. 

The work may be said to be the most valuable of its class lately brought 
out and deserves the consideration of the profession. 


THE PARASITIC AMOEBAE OF MAN. By Charles F. Craig, M. D. 
Captain, Medical Corps, United States Army. From the Bacteriological 
laboratory of the Army Medical School, Washington, D. C., and the Rocke- 
feller Institute for Medical Research, New York City. Published with the 
authority of the Surgeon General of United States Army. Illustrated, 253 
pages. Cloth, $2.50 net. Philadelphia and London. J. B. Lippincott Com- 
pany, 1911. 


There is perhaps no subject as little understood in the temperate reg- 
ions of the United States, or for that matter in our southern states as Am- 
cebic Infections of Man. While necessarily largely confined to the tropics 
the infections due to amboebae are not always so confined and the scarcity 
of the literature on the subject makes this work welcome to the profession 
and doubly so to the physician of the southern states and the tropics. 


This work is historical and then takes up the morphology of the amoe- 
bae, devoting space to the technique and study of the different forms. Most 
of the work is given over to the amoebae of the intestinal tract and the sub- 
jects are well illustrated. It will, of course, be found most valuable to the 
student and investigator of bacteriological subjects and should find a per- 
manent place in the laboratory as a work of reference. 


INTERNATIONAL CLINICS. VOLUME THREE. NINETEENTH 
SERIES. Edited by Henry W. Cattell, A. M., M. D., Philadelphia, U. S. A. 
Cloth, 304 pages, illustrated. Price, $2.50 net. Philadelphia and London, 
J. B. Lippincott Company, 1911. 


This series of publications is too well known to require description or 
comment, and this volume maintains the high standard of excellence of its 
predecessors. 


Among other good contributions is to be noted one on The Operative 
Treatment of Recent Fractures of Long Bones, by Thos. W. Huntington, 
Professor of Clinical Surgery, University of California, San Francisco, The 
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Surgical Treatment of Disabilities, Following Anterior Poliomyelitis, by E. 
Il. Bradford, Boston, beth of which are well illustrated, 


Under the head of Eeonomics of Medicine is noted a most sensible ar- 
ticle entitled, The Successful Practice of Medicine, by Thomas F. Reilly, 
M. D., New York City. A study of this will do all physicians good, but 
should especially appeal to the beginner in medicine and surgery. 


MANUAL OF DISEASES OF THE EYE FOR STUDENTS AND GEN- 
ERAL PRACTITIONERS. ky Charles H. May, M. D.. Chief of Clinie and In 
structor in Ophthalmology, College of Physicians and Surgeons, Medical De- 
partment, Columbia University, New York, 1890-1903. Attending Ophthal- 
mic Surgeon to the Mount Sinia Hospital, to the French Hospital, to the 
Ked Cross Hospital and to the Italian Hospital, New York. 


Seventh Edition, revised, with 362 original illustrations, including 22 
plates, with 62 colored figures. Cloth, $2.00 net. New York, William Wood 
& Company, 1911. 


This work occupies the high plane of one justifying a translation into 
the German, Italian, French, Dutch, Spanish, and Japanese, with a British 
cdition, many of the translations having exhausted several editions and re- 
prints. 


An inspection of the work reveals the answer to its popularity. It is 
well up to date and the illustrations are of high class, the colored plates are 
beautiful and the work appeals at once to the practitioner and student of 
eve affections. It is especially useful to the busy man as a work of refer- 


ence, the subjects being so arranged as to make them easily reached. 


THE PRACTICAL MEDICINE SERIES. Eilited by Gustavus P. Head, 
M. D., and Charles L. Mix, A. M.. M.D. 


VOLUME VI. GENERAL MEDICINE. Edited by Frank Billings, M. 
S.. M.D. head of the Medical Department and Dean of the Faculty ot Rush 
Medical College, Chicago, and J. HL. Salisbury, A. M.. M. D.. Professor of 
Medicine, Chicago Clinieal School. Cloth, 353 pages. Price, $1.50, 


VOLUME VII. PEDIATRICS. Eiited by Isaae A. Abt. M. D.. Pro- 
fessor of Pediatrics, Northwestern University Medieal School. Attending 
physician Michael Reese Hospital, with the collaboration of May Michael, 
M. D. 


ORTHOPEDIC SURGERY. Edited by John Ridlon, A. M.. M.D. .Pro- 
fessor of Orthopedic Surgery, Rush Medical College, with the collaboration 
of Charles A. Parker, M.D. Cloth, 237 pages. Price, $1.25. Series, 1911, 
Chicago, The Year Book Publishers, 180 N. Dearborn street. 
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OFFICERS’ DIRECTORY—OKLAHOMA STATE MEDICAL ASS'N. 


President wae mer C. L. Reeder, Tulsa 
First Vice-President Dr. James L. Shuler, Durant 
Second Vice-President. niicaneanciiiigniiaaiiewad Dr. J. W. Duke, Guthrie 
Third Vice-President seer OP, H. M. Williams, Wellston 
Secretary-Treasurer wer, Claude Thompson, Muskogee 
Delegates to A. M. A. Dr. W. E. Wright, Tulsa, 1911-1912, Dr. 

J. A. Walker, Shawnee, 1911; Dr. E. S. Lain, Oklahoma City, 1912-1913 
Member National Legislative Council, A. M. A....... To Be Appointed 


LIST OF COUNCILLORS WITH THEIR RESPECTIVE COUNTIES 


First District—Canadian, Cleveland, Grady, Lincoln, Oklahoma, Potta- 


walomie and Seminole - Dr. J. A. Walker, Shawnee 
Second District—Grant, Kay, Osage, Noble, Pawnee, Kingfisher, Logan 
and Payne Dr. Ralph V. Smith, Guthrie 
Third District—Roger Mills, Custer, Dewey, Blaine, Beckham, Wash- 
ita and Caddo Dr. Charles R. Hume, Anadarko 
Fourth District—Greer, Kiowa, Jackson, Comanche, Tillman, Stephens 
and Jefferson : a Dr. A. B. Fair, Frederick 
Fifth District—Cimarron, Texas, Beaver, Harper, Woodward, Alfalfa, 
Ellis, Woods, Major and Garfield... ame DY, J. H. Barnes, Enid 
Sixth District—Washington, Nowata, Ottawa, Rogers, Mayes, Delaware, 
Tulsa and Craig. Dr. L. T. Strother, Nowata 
Seventh District—Muskogee, Creek, Wagoner, Cherokee, Adair, Okmul- 
gee, Okfuskee and Melntosh Dr. P. P. Nesbitt, Muskogee 
Eighth District—Sequoyah, LeFlore, Haskell, Hughes, Pittsburg and 
Latimer i Dr. I. W. Robertson, Dustin 
Ninth District—MeClain, Garvin, Carter, Love, Murray, Pontotoe, John- 
ston and Marshall... 0. vn, AH, P. Wilson, Wynnewood 
Tenth District—Coal, Atoka, Bryan, Pushmataha, Choctaw and McCur- 
ee mew, H, L. Wright, Hugo 
CHAIRMEN ‘SCIENTIFIC SECTIONS 
General Medicine... ee Or, J. A. Hatchett, El Reno 
Surgery.................... nme, B, ka Cason, Shawnee 
Gynecology and Obetetries. sessmneeromneemnne med, J. F. Kuhn, Oklahoma City 
Eye, Ear, Nese and Throat__£_.__ Dr. W. A. Cook, Tulsa 
Mental and Nervous Diseases iid ..Dr. A. D. Young, Oklahoma City 
Pediatrics... ™ _Dr. A. B. Montgomery, Muskogee 


STATE BOARD OF MEDICAL EXAMINERS. 

President—Francis B. Fite, Muskogee. 

Vice-President—E. Ellis Sawyer, Durant. 

Secretary—John W. Duke, Guthrie. 

Frank A. Englehart, Oklahoma City; LeRoy Long, McAlester; Phillip 
F. Herod, Alva; W. LeRoy Bonnell, Chickasha; James O. Wharton, Dun- 
ean; Melvin Gray, Mountain View. 
Address all communications to the Secretary. 
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ADAIR COUNTY—C. M. Robinson 
ALFALFA COUNTY—F. Kk. Slaton 
ATOKA COUNTY—L. 8. Willour 
BECKHAM COUNTY—G. Pinnel! 
BLAINE COUNTY—J. L. Campbell 
BRYAN COUNTY—D. Armstrong 
CADDO COUNTY—Chas. R. Hume 
CANADIAN COUNTY—J. T. Riley 
CARTER COUNTY—Robt. H. Henry 
(CHEROKEE COUNTY—C. A. Peterson 
CHOCTAW COUNTY—J. D. Moore, 
CLEVELAND COUNTY—C. D. Blachley 
COAL COUNTY—See ... 

COMANCHE COUNTY—D. A. Myers 
GRAIG COUNTY—A. W. Herron 
CREEK COUNTY—Roy M. Sweeney 
CUSTER COUNTY—O. Ii. Parker 
DEWEY COUNTY 

ELLIS COUNTY—4J. F. Sturdivant 
GARFIELD COUNTY—Walter M. Jones 
GARVIN COUNTY—N. H. Lindsev......... 
GRADY COUNTY—W. H. Cook 
CREER COUNTY—T. J. Dodson............ 
HARMON COUNTY—No organization 
HASKELL COUNTY—F. A. Fannin....... 
HUGHES COUNTY—A. M. Butts... 


JACKSON COUNTY—Raymond H. Pox. cece 
JEFFERSON COUNT Y—oJ. W. Moore cccccecceneeneeneeencneenneenete 


JOHNSTON COUNTY—No organization 


KAY COUNTY—R. E. Waggoner... 


KINGFISHER COUNTY—A. B. Cullum 
KIOWA COUNTY—J. M. Bonham 
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LATIMER COUNTY—H. L. Dalbey cee 


LEFLORE COUNTY—R. L. Morrison 


See cut Wilburton 


Poteau 





LINCOLN 


COUNTY—E. F. Hurlburt... 
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LOGAN COUNTY—R. V. Smith 

LOVE COUNTY—B. 8S. Gardne! 
MeCLAIN COUNTY—-G. M. Tralle 
MCCURTAIN COUNTY—W. L. Mabry 
MCINTOSH COUNTY—W. A. Tolleson 
MAJOR COUNTY—Elsie L. Specht 
MARSHALL COUNTY—John A. ilayme 
MAYES COUNTY—F. 8S. King 

MURRY COUNTY—4J. A. Adams... 





MUSKOGEE COUNTY—-H. T. Ballantine 


NOBLE COUNTY—J. R. Collins 
OKFUSKEE COUNTY—Benton Lovelad) 
OKMULGEE COUNTY—4J. E. Bircaw 
OKLAHOMA COUNTY—W. RK. Bevan 
OSAGE COUNTY—C. HL. Dewey 
OTTAWA COUNTY— 

PAWNEE COUNTY— 

PAYNE COUNTY—-D. F. Janeway 
PITTSBURG COUNTY—H. E. Williams 
PONTOTOC COUNTY— 


POTTAWATOMIE COUNTY—G. 3S. Baxter 


PUSHMATAILA COUNTY— 


ROGERS MILLS COUNTY—4J. W. Gregoire 


ROGERS COUNTY—Andrew Lerskov 
SEMINOLE COUNTY—M. M. Turlington 
SEQUOYAH COUNTY—M. D. Carnell 
STEPHENS COUNTY—IL. A. Conger 
TEXAS COUNTY—R. B. Hayes 
TILIMAN COUNTY—J. P. Van Allen 
TULSA COUNTY—W. E. Wright 
WAGONER COUNTY—J. L. Reich 


WASHINGTON COUNTY—W. FE. Rammel 


WASHITA COUNTY—A. M. Sherburne 
WOODS COUNTY—E. P. Clapper 
WOODWARD COUNTY—W. LL. Rose 


Guthrie 
Marietta 
Vureell 
Valliant 
Eufaula 
Rusk 
Aylesworth 
Pryor 
Sulphur 
Muskogee 
Nowata 
Okemah 
Okmulgee 
Oklahoma City 
Pawhuska 


Stillwater 
MeAlester 


Shawnee 


Cheyenne 
Claremore 
Seminole 
Sallisaw 
Dunean 
Guymon 
Frederick 
Tulsa 
Wagoner 
Bartlesville 
Cordell 
Waynoka 
Wor rdward 








FOR SALE 
A first-class country practice, last year over $3,000 cash. Will sell 
cheap. Reason, moving to Muskogee. Write for full information. Dr. 
L. F. FLAMM, Boynton, Oklahoma. 


FOR SALE. 

Betz Dry Hot Air Apparatus, for the Arm, Body and Legs. Benz Hot Air Ap- 
paratus for the Knee. Benz Hot Air Apparatus for the Body. Dr. Hopkins’ Dry 
Hot Air Far Apparatus. All New and Complete. Price Sixty ($60.00) Dollars. 

Write W. M. Hunrer, M D., Viax, Oxtra. 
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